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SOME SUGGESTIONS FOR THE FUTURE.* 
By WILLIAM A. WHITE, M.D. 


The number of superintendents of state hospitals who can look 
back over their careers of service and realize that they have lived 
through all of the important changes that have occurred in the care 
and treatment of the mentally ill since the state hospital was origi- 
nally organized are becoming fewer and fewer. My own experience, 
I believe, covers the entire gamut and in order to do so has had to 
extend backward some forty years. In that period of time I have 
seen the care of the mentally ill advance from the standards of 
medievalism to the standards of the twentieth century. This, as I 
have indicated, is becoming, as the years pass by, a more and more 
rare experience, as the superintendents of the old days pass from 
the picture. 

With the changes that have occurred during these years the state 
hospital has become not merely an institution for the more kindly 
care of a certain restricted class of individuals who were wholly 
misunderstood, atrociously neglected and cruelly treated, but it has 
become a hospital for the care and treatment of the mentally ill, a 
center of beneficent influence in its district, a source of standards 
and of information. In other words, it has become not a passive 
but an active factor in the social life of the people it serves ; and 
the treatment of mental diseases, instead of being a specialty sepa- 
rated from medicine, is becoming rapidly more and more organically 
a part of medical practice in its every branch. 

Such things that are happening to the state hospital necessarily 
are making very great demands upon its personnel for leadership 
in this field of mental medicine, and a great deal more is necessarily 
expected of them than in the old days. This means that the state 
hospital has to be more alert than ever before, not only to maintain 
its standards and its rights, but to see to it that when it speaks, 
especially through its accredited organization, The American Psy- 
chiatric Association, it speaks with authority. 


* Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 
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In 1925 in my presidential address I both saw and foresaw the 
increasing importance of the state hospital and of the specialty of 
mental medicine, and I recommended then that the various national 
organizations that were dealing with mental medicine in its different 
aspects should unite into one great organization once each year. 
My specific recommendation was that there should be a Congress 
of Mental Medicine, that the congress should have a president, that 
each of the constituent organizations should be autonomous so far 
as its functions within itself were concerned, and that each of the 
presidents of constituent organizations should be ex officio vice- 
president of the congress, and that The American Psychiatric Asso- 
ciation Journal should be the organ of the congress. You will 
remember how that method panned out—only partially successful. 
A further recommendation made by me, that The American 
Psychiatric Association should arrange to be able to function con- 
tinuously throughout the year and not only for the three days that 
it was meeting, has been to some extent carried into effect through 
a recommendation of the President last year, which has resulted 
in the setting up of a permanent secretaryship in New York City. 
These are all moves in the right direction but they have not yet 
been sufficiently successful, nor are they sufficiently far-reaching. 
I still adhere to the belief in the congress idea, because I feel that 
all of those that are interested in mental medicine might to great 
advantage have their meetings over a period of not less than a 
week in the same place, and that the dignity of such a congress 
and its numbers combined would help to add weight to its conclu- 
sions. For example, since my recommendations of 1925 there has 
come into existence the Orthopsychiatric Association, a very large 
group containing a membership to a considerable extent made up 
of psychiatric social workers and psychologists who are making 
some very valuable contributions to our field and with whom I 
believe we should be associated. 

During the past two years, as you know, the American Medical 
Association, through one of its committees, has been making a 
survey of the hospitals which care for mental disease throughout 
the United States, and their preliminary report of this survey has 
only recently been completed. Many of you, I am sure, are 
acquainted with the controversies that surrounded the making of 
this survey. It was the feeling of many members of the Association 
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that it should not be made by a committee appointed from an 
entirely different group but should only be made by members of 
this organization, or at least should be under the control, or the 
direction, or the management in some way, of those who have had 
experience in the care and treatment of mental disease or in institu- 
tions for mental disease and who are held by this organization to 
have adequate qualifications for doing such an important work. You 
know that this survey was not made by such men, and it was about 
this fact that the controversy revolved. 

We are confronted again by a situation that, it seems to me, is 
not dissimilar to the situation that has been brought to pass as a 
result of the survey above referred to. I speak now of the matter 
discussed by your President in his presidential address regarding 
the qualifications for membership in this Association, the specific 
requirements that shall be set out as meeting our standards for con- 
sidering an individual an adequately trained psychiatrist; and I 
remind you of the President’s attitude and warning in this matter : 
that unless we set up our own standards, and those standards are 
sufficiently well thought out to command the respect of the other 
medical specialties, we will suffer seriously by neglect to do so and 
may even have other organizations, such as the American Medical 
Association, setting up standards for us. Just as we can look back 
over the past and realize that it would have been infinitely better 
for us if we had had our own sources of information about all of 
the institutions for the care of the mentally ill, if we had been in 
a position to make such a survey, to have collected and evaluated 
such evidence, so it seems obvious now that we are again confronted 
by a situation with reference to which we must act ourselves unless 
we are prepared to have somebody act for us. The situation is 
exactly parallel in principle to what I am sure must be happening 
now in many of the states—it certainly has been happening in 
Washington—and that is the necessity of cutting down expenditures 
to fit in with an economy program. I am sure that the super- 
intendent of a state hospital would much rather cut his own expendi- 
tures to suit such a program than to have somebody else, who would 
in all probability be quite inexperienced and whose judgment as to 
the relative values of different services would be entirely inadequate, 
do it for him. If we do not do these things for ourselves we will 
have them done to us. 
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Now what are some of the general aspects of the state hospital 
situation that seem to invite thoughtful consideration along these 
lines? In the first place, it seems to be obvious that the budget for 
these institutions is getting to be a more and more significant part 
of the states’ expenditures, and that it will attract more and more 
attention in the next few years because of this fact ; that it cannot 
be expected that legislatures will approve budgets for large amounts 
of money without a very careful survey of how this money is to 
be expended ; and that it behooves the members of this organization 
to take up the whole question of the expenses incident to the care 
and treatment of the mentally ill, to review it and to undertake to 
devise some plan whereby the whole scheme of care can be reduced 
to a minimum without sacrificing the standards which we have 
stood for for so many years. 

I mention this aspect of the situation particularly because I am 
sure most of you have seen the reports of the guesses of the statis- 
ticians with regard to the increase in the number of the mentally 
ill. According to them, by 1970 we shall have in the United States, 
if conditions do not radically change, a comparatively stable popula- 
tion of approximately 150,000,000 people. With this increase of 
20 per cent in the total population of the country, however, the 
statistician prognosticates an increase of approximately 100 per 
cent in the number of mentally ill who will have to be cared for at 
public expense. Whether this will prove to be true or not I have 
no idea, but I can well imagine that some such picture is the correct 
one. In other words, I am prepared to believe, because I seem to 
see it occurring, that the incidence of mental disease is increasing 
much more rapidly proportionately than the population. It always 
has since we have had statistics, and very possibly it always will; 
but I do not see necessarily in this fact any portent of disaster 
because I believe that this increase is largely due to the broadened 
significance of the term “ insanity”’ as it comes to be used through 
the years, until now there is included in this vague social classifica- 
tion a large number of individuals who in the past would never 
have been thought of as belonging in this category, such as the 
type of persons who ultimately spent their last days in the alms- 
houses and many of the individuals who would have originally been 
thought of only as criminals. From this point of view the increase 
in the proportion of the so-called “insane” is a desirable social 
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phenomenon. The only difficulty is that the numbers in the classes 
which make up this constantly increasing group are themselves 
increasing somewhat, unfortunately, as the result of artificial defini- 
tions, some of which apparently will now be written off the books. 
I refer to the multitude of convictions which have been had in 
the past under the eighteenth amendment. 

Because I have been studying with a good deal of care questions 
of administration in connection with the economy program in my 
own hospital, | am disposed to think that a number of economies 
could be devised in connection with the administration of state 
hospitals and the whole question of the care of the mentally ill. I 
will mention just three which seem to me to be capable of elabora- 
tion: The first is the one with which you are most familiar, and 
that is the enlargement of the industrial output of patients in state 
hospitals. This, I am sure, could be very greatly increased. In fact 
it could be increased to the extent of providing a very considerable 
source of income to that state that would materially reduce the cost 
of caring for this class of patients. In order to do so, however, it 
would be necessary to mechanize some of the institutions, to enter 
into questions of mass production, and to have a market for the 
products. These markets could to some extent be created by a 
better organization of state activities on the “state use” plan but 
a really adequate market could probably not be obtained without 
the cooperation of the labor party, who would have to be convinced 
of the advantages of such a plan. I feel that the patient because 
he becomes ill ought not to be deprived of his right to labor or 
his right to contribute to his own maintenance or the maintenance 
of others through his labor. As these questions have wide social 
ramifications I will not discuss them here. Another territory in 
which certain economies might be practiced is in the general admin- 
istration and plan of construction, and probably, also, size of state 
hospitals. In the old days we were all very much opposed to having 
certain hospitals set aside for the acutely ill and certain others for 
the chronically ill. However, the cost of adequate care of the acutely 
ill is so much greater, and the modern equipment and cost of 
construction in buildings where such care can be carried forward 
require a so much larger capital investment, that we seem to be 


coming back to this distinction, although not a distinction between 
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institutions but a distinction between parts of the same institution ; 
so that a small, adequately equipped, high-powered central treat- 
ment group might properly be flanked by continuous treatment or 
domiciliary quarters from which to the central group transfer could 
be effected in the case of acute illness, mental or physical, without 
difficulty or delay. Here the cost of the care of the acutely ill and 
the presumably recoverable would be distributed over a large domi- 
ciliary population and therefore bring the total per capita within 
reasonable limits. A third possibility, about which Dr. Branham 
may have something to say as he brought it particularly to my 
attention in recent correspondence, is the possibility of boarding 
out a certain type of chronic and harmless patients in the com- 
munity, as they do in many colonies in Europe. We have for the 
most part thought that we could not do that in this country as we 
do not have such stable populations as they do in corresponding 
localities on the continent, but Dr. Bernstein, for example, has 
been able to do this at Rome, N. Y., in connection with the feeble- 
minded group; and I am sure that if we tried it something might 
be accomplished in our state hospital system, particularly in those 
hospitals that are located in country districts and where the 
employees come to build their homes in the immediate neighborhood 
of the institution so that surrounding such a hospital as the years 
go by there will be an ever-increasing group of persons who either 
work at or have worked at the institution and who have been 
acquainted with patients and would be glad to take them in their 
homes for a moderate remuneration, which at the maximum should 
never exceed the per capita cost to the state and which, even if it 
reached that point, would save the state the necessary capital invest- 
ment. In any case, these are some of the suggestions that come 
to my mind and they are given to you for what they are worth; 
and I will repeat only that I am sure we would feel much better 
satisfied to put changes of this character into operation ourselves 
than to have someone else do it for us. 


There are, of course, numerous minor methods by which econo- 
mies may be effected and which will necessarily differ in different 
institutions. I have in mind particularly the classification of patients 
in such manner as to require a minimum of personnel; the recon- 
sideration of time off of employees both for vacation and for sick- 
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ness ; the staggering of the work in order that there shall not be 
hiatuses of idleness; the extension of the supervision of the more 
highly paid type of employee, thus reducing the personnel required, 
an arrangement which is especially possible in hospitals with central- 
ized care of the acutely ill; the mechanization of certain activities, 
especially those in which patients are not primarily employed; 
increase in the utilization of patient labor ; the gradual improvement 
of care which eliminates the exceedingly wasteful and expensive 
type of the destructive and filthy patients ; and other means which 
will occur to each of you separately. 

One other matter of outstanding importance also, in my opinion, 
needs the serious consideration of this Association. I refer to the 
questions involved in medical education which affect our particular 
specialty. Fortunately here we are in a somewhat better position 
than we are with reference to some of the other questions, for, 
as you know, a division of the National Committee for Mental 
Hygiene has been at work upon this problem, with the financial 
assistance of the Commonwealth Fund, for the past two years. The 
division was headed up by Dr. Noble, of Australia, who was 
brought to this country especially for this work but having made 
his report has now severed his connection with it, and Dr. Ebaugh, 
who did a very considerable portion of the survey of the teaching 
facilities of the several medical schools of the country. Here again 
we are dealing with the question of standards and I feel that this 
Association cannot afford not to be represented. It needs to take 
an active part in this and all such matters and to make its influence 
felt. 

Let me add just a word as to what I conceive to be the lines along 
which in doing what I have suggested we can best function. Just 
as it is obviously impossible that every patient in a state hospital — 
should be psychoanalysed, so it is equally obviously impossible to 
devote such a degree of attention as is implied by psychoanalysis 
to every problem student in our school system. The function of the 
psychiatrist in developing the principles of preventive medicine in 
his specialty must be, as I have emphasized for many years, the 
practical application of the results of the scientific work which 
come to us from many sources to our everyday problems, particu- 
larly with a consideration of stragetic points of application. The 
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fall in the tuberculosis rate throughout the country has not been 
the result of thousands of already tubercular people taking extensive 
cures in expensive sanitaria; it has been the result of a more 
intelligent thinking on the part of the people as a whole with 
regard to this dread disease, both as to its prevention and its treat- 
ment. We need to effect such changes in the thinking of the masses 
with respect to mental disorders, and then apply what we know, as 
we have done, for example, in the case of tuberculosis, to our 
patients in the state hospitals ; but, probably more important still, 
to the children in our school systems, securing the acknowledgment 
of general principles of mental hygiene by the great mass of 
teachers who have such a tremendously important influence upon the 
lives of our children. In this way educational systems will slowly 
be modified in their various aspects to incorporate a recognition of 
these principles. 

Now in closing let me in a few words sound a note of warning 
and sketch in meager outline the outstanding dangers which it 
seems to me may confront us if we do not act along the lines I 
have suggested. I will nucleate these dangers about one outstanding 
and significant factor, namely, the steadily increasing budget for 
the maintenance of the state hospital system. Unfortunately, as I 
know from things that have happened within the past year, the 
spoils system as applied to the state hospital as a political method 
is by no means dead, and the larger the budgets of these institutions 
the more attractive they will become to the professional politician. 
It will be a sorry day if we are ever forced to take a backward 
step in this regard. We have arrived at our present relatively 
advanced position with civil service protection and in large part 
freedom from political interference only as a result of the most 
determined fight extending over many years. Should we lose out 
in this particular sector, then we may expect disaster to overtake 
our standards in other sectors, standards which have been attained 
with equal expenditures of energy and as the result of bitter experi- 
ence and sacrifice. It is for the maintenance of these standards that 
I have continuously spoken for the increased efficiency of this 
organization, and its alliance with other organizations that are 
engaged in the same work so that we could present a united front 
to combat on all sides these enemies of the sick patient. 
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DISCUSSION. 


Dr. Witi1AM F. Drewry (Richmond, Va.).—What Dr. White says should 
appeal to the practically as well as the scientifically minded members of this 
Association and others also without the organization, concerned in the present 
and the future welfare of mental patients. 

Promotion of psychiatry and mental hygiene and kindred branches of the 
medical or social sciences was never before of such vital importance. It is 
more necessary in this age of unrest than ever before to make our mental 
hospitals centers of education in psychiatry and means of cure and prevention 
of mental disorders. 

An active program of prevention, research and hospital treatment consti- 
tutes the most economic course for a state to follow in dealing with its psy- 
chiatric problems; and Dr. White calls upon this Association to do services 
of much value and which no other association is equipped to do. 

If mental hygiene and extra-mural and institutional psychiatry continue 
to develop as they should, and as it is hoped they will, unhampered by politics 
and too drastic curtailment in financial support, we shall be able to carry on 
with the expectancy of more and more favorable results. This is real economy 
and progress. 

Our mentally diseased population, as shown by hospital and census sta- 
tistics, has increased and will probably continue to increase, especially follow- 
ing the present period of economic depression and non-employment. It has 
increased also correspondingly with increasing knowledge of mental disease 
and the general acceptance of public mental hospitals as desirable places for 
the mentally sick. Lut greater would be the increase of mental diseases if 
our standards were for any reason to be lowered materially, for fewer would 
be the recoveries and greater the accumulation of mental patients in and out 
of institutions. 

Closer cooperation between the medical schools and the state mental hospi- 
tals adds materially to the qualifications and usefulness of the general practi- 
tioner, and obviates the isolation of psychiatry which was formerly so much 
its handicap. Let it be said that affiliation between nursing schools and mental 
hospitals is of much mutual benefit and consequently such arrangements should 
be more emphasized and amplified in any psychiatric program. The general 
practitioner, the public health nurse and the trained social worker are indis- 
pensable in these times of economic stress in carrying out such a program. 

Construction of a less elaborate and expensive nature, provision for patients 
in buildings to meet their respective needs, physical and mental, and farm 
colony care and profitable employment are in keeping with economy of ad- 
ministration and treatment of the different classes of patients. The central 
hospital treatment idea is properly emphasized by Dr. White—such hospital 
centers are proving quite satisfactory, from both a physical and a mental 
standpoint, and should be further developed. 

Enlargement of industrial outputs of the patients’ labor and providing a 


market therefor, both interinstitutional and beyond, is of vast importance. It 
helps the patients and also the public treasury. 
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In no system of state care of mental patients should the psychopathic hospi- 
tal, in close alliance with a medical school whenever possible, be left out of 
the program. The scientific and economic value of such a hospital for the 
diagnosis and treatment of incipient mental cases is very great. 

May I add a word regarding problem and mentally defective and mentally 
disordered children and youths in our schools. Mental hygiene clinics are 
constantly demonstrating that the function of our entire educational system, 
beginning with the kindergarten, is a field not well covered in our prevention 
program. What an opportunity for the properly trained teacher! 

In carrying out a complete program of institutional provisions, psychotic 
children and youths should be given care apart from adults. This need of a 
separate psychiatric hospital for children has been long felt. 

A more liberal furlough system, especially under adequate psychiatric social 
service, is a means of caring for patients who would otherwise remain much 
longer in institutions as financial charges upon the state. The boarding out 
system applied to harmless patients calls for careful consideration by this 
Association and at least some of the states. It seems to have merit, as an 
economic measure. 

Relative to economics and legislative appropriations for mental hospitals, 
the trained and experienced medical directors or superintendents and insti- 
tutional psychiatrists are qualified as no others are to point the way to solu- 
tion of the economic, as well as the scientific problems of a mental hospital. 

As to a congress of mental medicine, I am in accord with Dr. White’s 
suggestions. 


Dr. B. Karpman (Washington, D. C.).—I would like to make a few points 
with reference to research work in state hospitals and the training of physi- 
cians for the study of mental diseases. Dr. White is very enthusiastic about 
mental hospitals training physicians who later go out in private practice and 
practice psychiatry. I am not very enthusiastic about it because the state 
hospitals at present are not organized for the purpose of training young men 
to practice psychiatry. 

There are a large number of young men who drift into state hospitals, some 
of them for the purpose of learning psychiatry, some of them because they 
haven’t any money to enable them to take a full interneship and they just 
drift into the state hospital as the next best move. The hospital looks upon 
them as merely so much material to do routine work, not intending to train 
them, and in fact does not train them. They may be sent to the acute service 
or may not be. They may spend a whole year, perhaps, doing nothing but 
mainly administrative work, with no one to supervise their study such as 
it is. 

The net result is that the young man who has come to the hospital very 
ambitious to learn psychiatry, spends a year or two in the hospital and 
gets disgusted. We have an idea that the young men of the profession who 
have come to the state hospitals go away as messengers of psychiatry and 
mental hygiene. In many cases it is the reverse; they go away a disgruntled 
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and disappointed lot. They have become disgusted because they have not 
received the training they thought they were going to receive, and the reason 
for this lies mainly in the present state hospital system of administration. 

Yesterday I met a man who went into psychiatry about ten years ago. He 
was waiting for an interneship, and it took six months before he could get it. 
Meanwhile, a state hospital position turned up with an offer of something 
like $100 a month. He grabbed it, came over full of enthusiasm. He thought 
he was going to get a lot of good training and would be sent immediately to 
the acute service. But instead he was sent to a chronic ward, from there to 
another chronic ward. After having spent a year’s time he went away dis- 
gusted and said, “I’ll never go toa state hospital again.” 

Now, in addition to that, the training that one gets in psychiatry at state 
hospitals is not of the type that fits the individual for private practice, because 
in private practice the majority of cases belong to the group of neuroses, 
whereas what one gets in a state hospital is mainly psychoses. It doesn’t 
do the individual much good if at the end of the year he is able to make a 
very fine differentiation between a catatonic depression or a psychogenic de- 
pression of the manic-depressive type. He will find very few cases of this 
kind in private practice that he can take care of but what he will get will 
probably be neuroses for the treatment of which the state hospital has not at 
all prepared him. 

Some sort of a modification ought to include, first, that the state hospital, 
even though it isn’t organized for the purpose of training psychiatrists, ought 
to take into consideration not only the needs of the hospital, but the needs 
of the interne who wants to do productive work. Secondly, there ought to 
be attached to the state hospital a sort of mental hygiene clinic where an 
interne could see a large number of milder psychogenic conditions. 

As to research work in state hospitals, I feel rather pessimistic. The aver- 
age state hospital is neither built for nor provides any significant opportuni- 
ties for research. If you can scare up a problem that will require no apparatus 
and therefore no extra expense beyond what is provided in the budget, all 
well and good; if not, then you have to direct your enthusiasm elsewhere. 
But as it is hardly possible to do any significant research work without some 
technical provision, little of research is actually done in state hospitals. The 
young and enthusiastic interne confronted by a dearth of technical provision 
for research, usually turns his attention either to a case study (which is well 
enough so far as it goes) or to the study of such simple problems as blood 
pressure among the insane, of which studies we have had more than our share. 
Considering the fact that we have in the United States some 200 state hospi- 
tals with nearly 400,000 patients, amazingly little research work has been 
done in these institutions. And as long as the state hospitals are run on an 
administrative-economic basis, we need not expect any productive research 
to come from them. 


Dr. Henry I. Kuopp (Allentown, Pa.).—I would like to answer the last 
discusser and say that much can he done by a mental hospital in this direction. 
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and in some institutions it is being done. First, by taking junior medical in- 
ternes during the summer months. Fur some years we have paid them a 
salary of $50 a month; beginning with 1933, with no compensation other than 
maintenance. 

First and above all, the point made that our institutions should be con- 
nected with medical colleges. Beginning with this year we shall take graduate 
internes upon a two months rotating basis as a part of their general hospital 
interneship. 

If our hospitals are organized so as to meet the criticism of the last 
speaker, and our internes have rotating teaching within our mental hospitals, 
we shall accomplish the very points made by Dr. White, Dr. Drewry and the 
last speaker. Therefore, it is up to us as executives to meet the situation and 
to be mentally flexible so as to adjust ourselves to the modern trend. 

Second, I want to say a word about the spoils system. I have been accused 
of being a better politician than the politician himself. You do not need to 
play politics with a senator and represenative; but be courteous to them. 
It is an executive’s civic duty to urge employees to go to the polls and vote, 
but not to tell them how to vote. If conditions warrant, transporting them to 
and from the polls greatly impress the politician. If you do not want the spoils 
system to operate in your institution you must be diplomatic. It satisfies the 
politician if the superintendent interviews those for whom they want to obtain 
positions. By so doing you obviate this danger. If you do not, somebody 
else will. 
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THE RELATION OF MENSTRUATION TO 
PERSONALITY DISORDERS.* 


By EDWARD B. ALLEN, M.D., ann GEORGE W. HENRY, M.D. 


In this paper is presented an introductory study of the relation 
of menstrual disorders to mental illness. An attempt has been made 
to correlate menstrual disturbances with personality disorders in 
100 cases. These cases have been divided into large groups ac- 
cording to psychiatric diagnoses as follows: manic-depressive 
psychoses 34 cases, schizophrenic psychoses 35 cases, psycho- 
neuroses 13 cases and miscellaneous 18 cases. The last group in- 
cludes such disorders as psychopathic personality, with and without 
psychoses, toxic psychoses or those associated with somatic disease. 
There were also included a few cases of drug addiction and 
alcoholism. 

This problem is obviously complex but we have selected those 
aspects for investigation which are of special interest to the psy- 
chiatrist. We are therefore presenting the physiologic aspects 
including what the endocrinologist may contribute, and the phe- 


nomena which may be observed at the psychological level of 
integration. 


PHYSIOLOGY. 


It is a little surprising that a serious attempt to correlate irregu- 
larities in menstrual functions with personality disorders has not 
already been made especially in view of the fact that amenorrhea 
has been associated with mental illness since earliest times. The 
tendency to dissociate the so-called mental and bodily functions 
undoubtedly contributed to this apparent lack of interest but the 
increasing evidence of coexisting disturbances at the physiological 
as well as the psychological levels of integration in all types of 
mental illness makes a study of menstrual functions essential. 

There are so many diverse conditions in which menstrual irregu- 
larities are observed that it would seem difficult in any given case 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30—-June 3, 1932. 
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to be certain that they were directly associated with mental illness. 
As far as possible in this study all factors which might contribute 
to menstrual disturbances were taken into consideration and those 
patients having a physical condition or illness complicating the 
mental illness were eliminated. 

Physical examinations of all of the patients were made by con- 
sulting internists as well as by members of the hospital staff, 
Pelvic examinations were made by a consulting gynecologist. 
Catamenia records were made as routine nursing observations over 
periods from three months to more than five years, according to 
the length of time the patient remained in the hospital. All of 
these original observations were made before this study was under- 
taken and without any knowledge that it would be made. 

The selection of cases was dependent upon whether or not the 
observations of menstrual functions as well as the routine medical 
examinations gave sufficient data to be of value. The cases were 
then grouped according to the conventional psychiatric diagnoses 
but note was made in each case of any atypical features. 

The ages of the patients studied varied from 14 to 47 but the 
average age in each group was essentially the same. In the schizo- 
phrenic group the onset of menstruation more often occurred early 
or late but the average age of onset was essentially the same in 
all groups. No difference was observed in the cycle or duration 
of menstrual flow prior to the onset of the illness in the cases in 
which menstruation occurred at regular intervals. An existing 
amenorrhea occasionally continued for a few months after ad- 
mission until the normal weight was regained, but the gain or loss 
of weight was seldom enough to influence the menstrual functions. 

The menstrual reactions which seem to be somewhat character- 
istic of the different types of personality disorders will now be 
presented in some detail. 


MANIC-DEPRESSIVE PSYCHOSES. 


Manic Phase——Observations were made upon 17 cases. With 
one exception there was no interruption in the menstrual periods. 
In several of the hypomanic patients the flow was more profuse 
and of longer duration than usual. There were few complaints 
of dysmenorrhea and there appeared to be no special interference 
with their usual activities. The exception was found in a patient 
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who missed one period while in a “very overactive, flighty and 
distractible ” state or in what is sometimes called a hypermanic 
condition. In addition this patient was probably not quite typical 
in her reactions since four years before this attack she passed 
through an underactive phase in which she was described as being 
delusional, negativistic and catatonic. 

Depressive Phase-—The reactions during the depressive phase 
were observed in 26 cases and in 17 of these there was amenorrhea 
for one to nine months according to the duration of this phase 
and the intensity of the depressive reaction. Some patients who 
were only mildly depressed continued to menstruate regularly but 
it appeared that as the depressive phase developed there was at 
first an increase in the amount and duration of the flow, then it 
became more scant and of shorter duration and finally when the de- 
pressive reaction became intense there was a period of amenorrhea. 

In addition to these changes the intervals between menstrual 
periods tended to be longer and during the menstrual flow some 
patients were more irritable, aggressive or seclusive and unco- 
operative. When psychomotor retardation was present the men- 
strual period was more likely to be delayed or absent. There was 
the usual concern when the periods were delayed and occasionally 
a premenstrual erotism was followed by intense self-depreciative 
trends. In one case after a period of excessive erotic behavior the 
patient became unusually sad and depressed, failed to menstruate 
and commented upon herself as follows: “ I am a leper—my bones 
are rotten—lI am going to die a horrible death—I am falling apart— 
can’t I have another chance?” 

Nearly half of the manic-depressive cases were observed during 
both phases of the illness and many of them through several attacks. 
The menstrual reactions in these cases were characteristic of the 
phase of the illness as already outlined. Some of these patients 
had had several attacks prior to admission with a history of 
amenorrhea during the depressive phases. 


SCHIZOPHRENIC PSYCHOSES. 


So many different kinds and degrees of reactions are included 
under the heading of schizophrenia that it is almost impossible 
to correlate specific phenomena with the group as a whole. After 
studying a rather large number of cases, however, it was found 
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that a division might be made according to whether the patient 
was in an acute or a chronic stage of the illness. 

In about one-third of the cases the illness was in a sub-acute 
or chronic stage during the period in which observations on the 
menstrual functions were made. The patients in this sub-group 
continued to menstruate although there were frequent irregularities 
in the amount and duration of the flow as well as in the time 
intervening between the periods. A few patients of the simplex 
type or those who had been for a number of years free from the 
acute manifestations of the illness continued to menstruate in an 
essentially normal way. 

The much larger group of acute schizophrenic patients presented 
menstrual irregularities which were in striking contrast to other 
groups. Practically all of them showed irregularities in the dura- 
tion and amount of the flow and in the interval between periods. 
In addition the menstrual flow would not appear at all every now 
and then and sometimes there would be amenorrhea for several 
months. This was more likely to occur while the patient was 
confused, actively hallucinating, depressed or desperately suicidal 
or while she was in a catatonic excitement or stupor. 

Most of the schizophrenic reactions of the whole dementia 
przcox group were of the catatonic or paranoid type but it appears 
that menstrual disorders are most frequently associated with the 
catatonic type and least often with the simplex type. This of course 
is only another way of saying that menstrual functions are disv 
ordered according to the acuteness of the illness. 


PSYCHONEUROSES. 


In the psychoneurotic patients studied it was at first a little 
surprising to find that amenorrhea and menstrual irregularities 
were fairly common. About half of these patients did not men- 
struate over a period of from one month to a year and some 
others showed menstrual irregularities. More careful study re- 
vealed the fact that most of the patients who did not menstruate 
were markedly depressed and those who presented menstrual 
irregularities had definite schizophrenic tendencies. 

Nevertheless there were indications that amenorrhea was most 
directly associated with intense and painful emotional reactions 


in addition to those which were chiefly depressive in nature. That 
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is illustrated by a patient, 34 years of age, who had not menstruated 
for three months prior to admission and who was exceedingly 
apprehensive, obsessed by the fear that she was going mad and 
felt that something in her head was going to burst. There was a 
tense expression on her face and she had a feeling of impending 
doom. In spite of the fact that she gained 12 pounds during the first 
month after admission and was then fairly well nourished the 
amenorrhea continued. A few months later she was intensely 
depressed and suicidal. She cut her wrists, pulled a dresser upon 
herself because she believed she should be crushed and felt that 
she must reap punishment for her wicked thoughts. Menstruation 
returned with gradual improvement a year after admission. It was 
at first scanty and delayed but eventually the normal cycle was 
resumed. 


MISCELLANEOUS GROUP. 


In this group were 18 patients with various diagnoses, including 
psychopathic personality, with and without psychoses, paranoic 
condition, toxic psychosis, alcoholism, drug addiction or psychoses 
with other somatic disease. 

In view of the fact that menstrual irregularities seemed to be 
associated with schizophrenia, while amenorrhea accompanied in- 
tense and painful emotional reactions it was interesting to ascertain 
whether these tendencies might be observed in a heterogenous group. 
It was found that more than a third of these patients had menstrual 
irregularities which could be associated in some cases with marked 
schizophrenic tendencies but in others were probably related to 
drug addiction, chronic alcoholism or toxic psychoses. The men- 
strual flow was absent for one month in two cases. One of these 
was physically ill with cardiac disease and the other missed a 
period which was due a few days after the extraction of an im- 
pacted molar under a general anesthetic. 


There seems to be no consistent sequence in the appearance or 
disappearance of painful emotional states and menstrual disorders. 
In most of the cases it appears that both of these phenomena are 
concurrent. As a rule minor emotional changes can be observed 
for a considerable period before menstrual functions appear to be 
affected. On the other hand the return of menstruation seems to 
be one of the indications that a readjustment is taking place. 
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In connection with this study observations on certain related 
conditions were made. In nearly 50 per cent of the schizophrenic 
cases the gynecologist found indications of under-development of 
the sexual organs or the secondary sex characteristics. More often 
the labia and uterus were small and frequently the breasts were 
small or poorly developed. Nearly 20 per cent of these cases had 
a masculine distribution of pubic hair and about 30 per cent had 
excess hair on the face, arms, legs or trunk. 

Moreover it was noted that menstrual irregularities were con- 
siderably more common prior to the onset of the illness in schizo- 
phrenic cases than with other types of disorder. It is to be expected 
that a much larger percentage of them were narcissistic or homo- 
sexual and that few made an adequate heterosexual adaptation. 
About 40 per cent of them were married. Half of these had no 
children and only one had as many as two children. 

On the other hand the sexual development of the patients in 
the manic-depressive group with a few exceptions was found to 
be normal. Excess hair on the face, extremities and trunk was 
seldom observed. About 50 per cent were married and only two 
of these failed to have children and the others had from one to 
four children. It is to be expected of course that the heterosexual 
adaptation was more often fairly satisfactory. 

These findings regarding the comparative development of the 
sexual organs and of the secondary sexual characteristics are 
essentially in agreement with those of Gibbs. He found that in 
female dementia przcox patients there was a close relation be- 
tween sexual behavior, the age of onset of the psychosis and the 
occurrence of mammary and of masculine pubic hair. Patients 
having a masculine distribution of pubic hair and hair around 
the mammary areolz became psychotic earlier in life and their 
previous sexual behavior was much more peculiar and inadequate. 
He noted also that an abundant growth of masculine pubic hair 
occurred four times as frequently in female dementia przcox 
patients as in non-psychotic pregnant women. 

In a similar study of female manic-depressive patients he found 
that mammary hair and masculine pubic hair was much less com- 
mon than in dementia przcox cases. He even arrived at the con- 
clusion that a history of inadequate or peculiar sexual behavior, 
an early onset of the psychosis and the presence of masculine 
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pubic hair indicated a malignant process and an unfavorable out- 
come in manic-depressive psychoses which might otherwise appear 
to be benign.* 

Limited space does not permit us to present a detailed correlation 
of menstrual phenomena with data obtained from the clinical 
records in a large number of cases. Individual variations in the 
menstrual charts tend to confuse the casual observer but a careful 
study of the clinical record along with the menstrual chart makes 
these variations much more intelligible. 

The few charts which have been selected for presentation may 
be regarded as fairly typical of the personality disorders repre- 
sented. The spaces between the vertical lines show the days of the 
month and the duration of individual menstrual periods. Each 
horizontal division represents the passage of two months. When- 
ever the original chart specified the amount of flow this has been 
indicated by the width of the areas in black. If the flow was pro- 
fuse the whole space indicating a month was made black, while if 
the flow was scanty only one-third of this space was made black. 
A normal or unspecified amount of menstrual flow has been indi- 
cated by making twe-thirds of the space black. 

Following each chart are some notations from the clinical record 
so that delay, irregularity, or absence of menstruation may be 
correlated with the patient’s condition. 

Case 6.—S. M. Aged 37, single. Manic-depressive, circular type. Menses 
began at 12 and have been regular. 


1928. July—Elated and overactive. Menstruating regularly. 
Nov.—Gastroenterostomy. Became depressed and silent. Discour- 
aged, tearful and had no desire to live. Amenorrhea for 
nearly a year. 
1929. Oct.—Elated and overactive. Menses returned. 
Dec.—Admitted to hospital. Menses regular for four months. 
1930. Mar.—Improvement in mental condition. 
Apr.—Anxious to leave hospital. 
May—Gradually becoming depressed. Talks very little. Menses 
delayed. 
June—Depressed and retarded. No menses for seven months. 
Sept.—Slightly more alert. 
Dec.—Still feels inadequate. 


1 Gibbs, C. E.: Sex Development and Behavior in Female Patients with 
Dementia Praecox, Arch. Neur. and Psychiat. 11: 179; Sexual Behavior and 
Secondary Sexual Hair in Female Patients with Manic-Depressive Psy- 
choses, etc., Amer. J. Psychiat. 4: 41. 
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1931. Jan.—Left hospital on visit, much improved. Menses have returned. 
At home, slightly depressed but continued menstruating, 
Oct.—Gradually becoming hypomanic. 
Nov.—Readmitted. Overtalkative and markedly exhilarated. Men- 
ses regular but flow of somewhat longer duration. 
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Cuart No. 1.—Manic-Depressive, Circular Type. 
1932. Feb.—Talkative, boastful, slightly erotic and exhibitionistic. 
May—Less talkative and in general improved. 
Case 8.—C. M. J. Aged 21; single. Dementia przcox, catatonic type. 
Menses began at 15 and have been regular. 


1929. State of excitement diagnosed as a manic attack with schizophrenic 
features. 
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1930. Oct.—Admitted to hospital. Restless, distractible, pleasant, coopera- 
tive but hearing voices. Menses regular. 
Nov.—Tense, apprehensive, depressed and self-accusatory. No men- 
ses for next six months. 
Dec.—Increasing negativism. Tube-fed. 
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Cuart No. 2.—Dementia Precox, Catatonic Type. 
y 


\ 1931. June—Gradually improving. Plays good game of tennis. Menses 
returned but for the next six months the periods and the 
| intervals were irregular in duration. 
Cheerful and showed considerable push in her activities. 


July 


Aug.—Somewhat seclusive and self-absorbed. At times arrogant and 
boisterous. 
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1932. Jan.—Mildly depressed and feelings of guilt over masturbation. 
Self-accusatory. Did not menstruate. 
Feb.—Short periods of exhilaration alternating with despondency. 
Bronchitis toward end of month. 
Mar.—Abruptly stuporous. No menses. 
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Cuart No. 3.—Dementia Precox, Hebephrenic Type. 


Apr.—Puts head down in toilet. Cataleptic. Hands cold and cyanotic. 
Incontinent. Mute. 
May—Less resistive. Speaks occasionally. 


Case 13.—B. E. Aged 23. Single. Dementia precox, hebephrenic type. 


Menses began at 12 and have been regular. 
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1927. Mar.—Rather indifferent. No menses. 
Apr.—Boisterous. Menstruated one day. 
May—Menses scant and lasted one day. 
June—Blocking and thoughts confused. Has to be urged to take any 
interest in anything. Menses profuse for four days. Inter- 
val 53 days. 1 
July—Occasional response. Destructive. Delusional. No menses. 
Aug.—Assaults others; resistive and masturbates openly. Menstrual 
flow four days. 
Sept.—Apathetic. Menses three days. Interval 58 days. 
Oct.—Menstruated one day. Interval 25 days. { 
Nov.—Aggressive. No menses. 
Dec.—Subject to impulsive attacks. Menstruated three days. 
1928. Jan—No menses. 
Feb.—Scanty flow for two days. 
Mar.—More tractible. Menstruated four days. Interval 48 days. 
Apr.—Impulsively aggressive. Menstruated two days. Interval 35 
days. 


i 
This patient has since been observed for more than four years. The illness 
has gradually become less acute and there is now a farily well established | 
readjustment with mild dementia. As this change took place the amount and 
duration of the menstrual flow as well as the intervals between menses have 
become more regular. For the past year the menstrual chart has closely 
resembled that of a normal woman. 


anxiety. 

1929. Nov.—Admitted to hospital. Apprehensive and agitated. Obsessed 
by fear of suddenly becoming mad. Felt something in her 
head was going to burst which would cause her to go 
crazy and choke someone. No menses for the next nine 

months. 
1930. Jan.—Bemoaning loss of soul. 
Feb.—Feeling of impending doom. 
Apr.—Cut wrist with glass. 

May—Pulled dresser on herself. Believed she should be crushed. 
Aug.—Agitated. Felt she must be punished for her wicked thoughts. 

Scanty flow for one day. 
Sept.—Scanty flow two days. | 
Oct.—No menses. 
Nov.—Occasional periods of depression and weeping in the morning 

but otherwise cheerful and cooperative. Menstruated five 

days. 


Case 22.—F. G. Aged 34. Married. Psychoneurosis with depression and | 


For the next four months the menstrual flow was regular but profuse. 
Her mental condition in the meantime was gradually improving. Then in 
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April, 1931, when she was occupied with plans for returing home the menses 
were delayed for three weeks. Thereafter her improvement was progressive 
and the menstrual periods were normal. She was discharged from the hospital 
in October, 1931, as being much improved. 
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Cuart No. 4.—Psychoneurosis with Depression and Anxiety. 


ENbDo¢ RINOLOGY. 


In considering menstruation from the endocrine point of view 


our interest is confined to the sexual cycle. This terminates with 
the death of the ovum and with menstruation, which, according to 
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Graves,” “ represents a disintegration of a structure that has been 
built up, but not required, for the reception of a fertilized egg.” 

We must think of menstruation in relation to the other changes 
which take place in the sexual cycle, instead of treating it as a 
more or less isolated phenomenon. It merely happens that men- 
struation is more accessible to observation than are the associated 
morpho-physiological changes of the ovary and of the endometrium. 

With the sexual cycle of the female dependent upon two hor- 
mones or activating substances from the anterior pituitary and 
two from the ovary, and with the necessity of the added hormonic 
activity from the posterior pituitary in the advent of pregnancy, 
it can be seen that the question of relief for any dysfunction of this 
cycle through endocrine therapy is complicated, irrespective of 
whether the symptoms are chiefly emotional or bio-physiological 
in character. Since the reported results in the handling of definite 
physical symptoms are so conflicting, and because we must deal 
with intangible and ever-varying emotional and instinctive disturb- 
ances, it is exceedingly difficult to separate the wheat from the 
chaff. 

The results of endocrine therapy for the relief of amenorrhea 
have been so disappointing at the hands of others that it befits us 
not to overlook any of the psychotherapeutic approaches and to 
be especially careful what value we attribute to such therapy, when 
we have a known psychic factor at work. 

We have already pointed out the close relationship between the 
depressive mood and the suppression of menstruation. In our study 
of the cases reported, and of at least 25 others, we have observed 
no instance where ovarian therapy, even when augmented by 
anterior pituitary preparations, has directly hastened the return 
of menstruation or shortened the duration of a depression. It must 
not be overlooked in all such cases that other supportive measures 
were tried. It would doubtless be impossible to find a case where 
conditions were such that one would dare to resort to endocrine 
therapy alone. Thus the relative value of the respective glandular 
and other forms of therapy cannot be determined with precision. 

Our glandular therapy has consisted of ovarian extract, corpus 
luteum by mouth and hypodermically, theelin, amniotin, anterior 


2 Graves, W. P.: Female Sex Hormology, 1931; p. 33. 


4 


| 
1 

| 

} 
| 
j 
| 

| } 

% 

| 


252 MENSTRUATION AND PERSONALITY DISORDERS [ Sept. 


and whole lobe pituitary extract, thyroid extract, and more recently 
progynon and follutein. These preparations have been given for 
dysfunction of menstruation as well as amenorrhea. In the latter 
condition, bleeding has followed the use of such preparations as 
amniotin, follutein, and theelin. Whether this was a simple bleed- 
ing, or whether it was accompanied by the preliminary endometrial 
changes which are associated with menstruation it is impossible to 
say. Amniotin has seemed to be the most potent of the preparations 
named. It should be noted that there has always been a con- 
comitant general physical and mental improvement going on at 
the same time.| Our menstrual charts show that our patients often 
skip one, two, or more periods with subsequent re-establishment 
of menstrual function. This occurs irrespective of whether or not 
glandular therapy is given. This is illustrated by the following 
cases : 


A girl of 17 was admitted to Bloomingdale Hospital in a catatonic stupor. 
She had been ill for seven weeks and had not menstruated for a month. Two 
months later she was started on ovarian extract grs. V, corpus luteum 
grs. II, and thyroid extract grs. II, t. i. d. This was stopped five months 
later when she came out of her stupor and menstruation was re-established. 
No further glandular therapy was instituted. She skipped the next period 
and had irregular painful menstruation until she was able to leave the hos- 
pital nine months later in a comfortable remission. She returned one and a 
half years later in another catatonic stupor with a history of suppression of 
the menses for three months. No glandular therapy was given this time, 
but five months later she came out of the stupor and then had a rather scant 
menstrual flow for four days. She skipped the next period, but since then 
her menses have been normal. 

Menstruation has followed three subcutaneous injections of I c. c. ampules 
of corpus luteum in one case. The patient was depressed and had not men- 
struated for two months. In another instance corpus luteum was given 
throughout .a depressive phase of six months’ duration in a circular manic 
with an associated amenorrhea. The dosage was grs. II, t. i. d. There was 
no subjective relief. Menstruation was re-established at the end of this six 
months’ period, with a restoration to a more normal mood. 


As regards subjective relief the results are variable. The ef- 
fect of suggestion cannot be eliminated. Our best results have 
been in cases of agitated depression or involutional depression in 
ameliorating the restlessness and the hot flashes. We have found 
continued administration of corpus luteum by mouth and subcu- 
taneously the most effective. Ovarian extract has produced little 
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effect. We have used sistomensin over a period of nine months 
and ovarian extract daily for more than a year for dysmenorrhea 
in a fairly well adjusted schizophrenic without any noticeable 
effects. 

The problems of menorrhagia and metrorrhagia are seldom met 

with in this hospital. We had only one case in seven years where 
operative interference was necessary. The rarity of these condi- 
tions is probably due to three factors: First, we promptly confine 
such cases to bed with the result that flowing stops within six to 
eight days. Second, patients suffering from these disorders usually 
have had adequate treatment before coming to this hospital. Third, 
we do not receive patients who are pregnant, and, according to 
Fulkerson, more than go per cent of all cases of uterine hemorrhage 
are due to pregnancy. 
» Amenorrhea has been the problem to which we have confined 
most of our therapeutic efforts. The treatment for this, directed 
toward improving the general health of the patient, has been pro- 
ductive of the best results. We seek to correct both somatic and 
behavioristic disorders. Special attention is given to the improve- 
ment of nutrition, to proper elimination, to sufficient rest and quiet 
during states of excitement, to a carefully graded and increased 
activity for the depressed and retarded, and to an awakening of 
interest in the apathetic. 

Psychotherapy is modified to meet the problems found in each 
case. It often helps in removing emotional resistences to menstrua- 
tion and contributes to marked subjective relief. Psychotherapy 
also includes participation in varied activities with other individuals 
in order to effect a socialized readjustment. 

Such therapeutic procedures bring the patient to a state of health 
in which the normal physiological processes, including menstrua- 
tion, are resumed. General hygienic treatment is indicated, irre- 
spective of how enthusiastic we may be about glandular medication. 
Undoubtedly further investigation will result in more effective 
endocrine therapy, but at present it seems to have no specific action 
in the restoration of the menstrual function. It is even doubtful 
whether a physically depleted woman, or one with under-developed 
genital organs, should be forced to bleed from her uterus. With 
the meager knowledge which we now possess regarding the inter- 
relationship of physiologic disorders and abnormal mental condi- 
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tions we are unable to say to what extent amenorrhea may be a 
protective mechanism. One of the hopes for the endocrine treat- 
ment of the future is that it will stimulate further genital develop- 
men in those cases in which the whole sexual organization is still 
immature. In any case this is a virgin field for investigation and 
it would be unfortunate if progress were delayed by too hasty 
conclusions regarding therapeutic results. 


PsyCHOLocy. 


This topic is so inclusive that it cannot at this time be adequately 
presented. The folk-lore with associated superstitions and tradi- 
tions has been of such great interest that the literature is practically 
inexhaustible. The subjective reactions of normal women to 
menstrual functions also require much more extensive studies than 
those already reported.* Consequently we have limited ourselves 
to our own observations and impressions. Apparently there are 
many women who experience no subjective or objective discomfor: 
at menstruation beyond that attendant on the hygienic control of 
the flow, but nearly all have some fluctuation of mood, variation 
in psychomotor tension, accentuations of erotic desire, and conse- 
quently a change in behavior. There are also accompanying varia- 
tions in the mental trend. 

Before presenting our own observations we shall briefly review 
some of the more common reactions of well-adjusted women. 
Many women are mildly depressed for one or more days before 
the onset of the flow. They feel “let down” or they experience 
a “lack of pep.” They manage to keep going but have to force 
themselves. They frequently display an irritability toward their 
associates, especially men. Often there is no external cause for 
this change and the women themselves are unable to account for it. 
Everything seems to annoy them. They prefer to be left alone 
and to remain quiet. 

In addition to this more common reaction some women are 
dominated by the desire to clean or to put things in order. The 


* Menstruation, Ztschr f. psychoanalytische Padagogik, V. Jahr. Mai- 
June 1931. 

Deutsch, H.: Psychoanalyse der Weiblichen Sexualfunktionen, Leipzig, 
Jo25. S. 26. 
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desire usually occurs in the late afternoon or in the evening before 
the menstrual flow begins. They feel “ terribly ambitious.” Some 
speak of a desire to “clean out things.” Those interested in 
domestic activities are impelled to dust, sweep and even prepare 
food. A secretary always cleaned her employer’s desk. She neatly 
arranged his papers and discarded the waste material. The first 
premonition of menstruation in one active woman was the desire 
to wash her hair which she invariably gratified on the evening 
before the menses appeared. This cleansing tendency preceding 
the evacuation of blood from the uterus probably has a significance 
of which the individual is not aware. It may be an anticipation of 
conception or a symbolic purification attending the discharge of 
waste matter. 

Restlessness, excessive warmth and increased perspiration often 
precede the menstrual function. Timme attributes this to a sudden 
release of the inhibitory action of the corpus luteum upon the 
thyroid. A disagreeable, musty odor of the menstrual flow may 
make a woman self-conscious and fearful of annoyance to others. 
Erotic desire is usually at the optimum either just before, during, 
or just after menstruation. Hamilton in his study of one hundred 
cases* found that adequate orgasm capacity was most frequent 
in women whose first menstrual period was late in its appearance 
and who had a menstrual period of not less than five days’ duration, 
a longer interval than usual between the menstrual periods, a 
tendency to have a period of maximum sex desire just after men- 
struations, and one such period during each cycle as well as freedom 
from premenstrual depression. 

The breasts may increase slightly in size with a sensation of 
fullness or tensity. They are frequently hypersensitive and sore, 
especially around the nipples. If menstruation is delayed a sensa- 
tion of fullness in the abdomen may occur. There may also be 
some swelling of the lower abdomen. Ignorance of the pelvic 
anatomy often leads to a lack of differentiation between the uterus 
and the stomach. For many years a patient thought that the blood 
came from her stomach and that this bleeding was the cause of 


her nausea. She could feel the muscles contracting and expressing 
the blood. 


* Hamilton, G. V.: A Research in Marriage, New York 1929; p. 201. 
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Abdominal cramps are the usual source of pain but headache, 
a nervous tension at the base of the brain and a flow of blood into 
the head are frequent complaints. ‘“ Drawing feelings” in the 
outer side of the thighs which radiate downward from the hips to 
the knees may precede the menstrual function. Pain in the back, 
especially across the sacrum, is usually associated with uterine 
displacements. Whatever the source and nature of these discom- 
forts may be, they are usually relieved by menstruation. 

In endeavoring to elicit trends and examples of unusual behavior 
in our patients we meet with unexpected obstacles. Menstruation 
is an ordeal imposed upon a woman and it is a process over which 
she has no control. She would like to forget about it as soon as 
it is over. At its conclusion she has a sense of liberation. During 
the period she speaks of it as a nuisance but she endeavors to make 
the best of it. “ Everybody has it, you have to go through with it.” 

Women are often annoyed at being questioned about menstrua- 
tion and they are loath to discuss it. They admit that they try to 
dismiss it from their thoughts. They divert their interest to other 
matters. They will speak of the attendant physical discomforts but 
are reticent about associated mental trends. Some may attribute 
this to innate resistances in the male which inhibit his investigative 
zeal but women nurses, who have been assisting in these studies, 
report like difficulties. They state that patients dislike being ques- 
tioned and will often fail to inform them about their periods unless 
they are tactfully reminded. This is particularly true of the con- 
valescent patient. Six nurses out of eight, who assisted in these 
investigations, met with such obstacles. The seventh reported 
cooperation from 50 per cent of her patients. Only one nurse 
found no particular difficulty in obtaining material but she seemed 
eager to avoid any possible criticism for laxity. They all admitted 
that the information obtained was more the result of their own 
observation than what the patients volunteered. 

With the acutely disturbed the inhibitions are removed. They 
reveal trends more freely and are often exhibitionistic. Two active 
schizophrenics openly displayed their soiled menstrual pads at the 
window. A cyclothymic woman, who had a manic attack with 
schizoid features, threw blood-stained sanitary napkins out of 
windows to boys, when she was maturing. A manic, who was at 
the height of her excitement when menstruating, smeared herself 
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with the menstrual fluid and referred to it as the blood of Jesus 
Christ. Yet even such patients often display resistance to being 
questioned regarding menstruation. A schizophrenic in an acute 
delusional state believed that her ovaries, kidneys, and liver had 
been removed and given to another woman. She admitted palpi- 
tation at the time of her periods and her breasts would be “ kinder 
hard.” She volunteered: “‘ They were bleeding me from the left 
vagina. I mean the left side. I know I caught some man in the 
kitchen.” When asked to. proceed she replied, “I don’t want to 
be annoyed by those things.” 

On the other hand, the attitude toward masturbation, extra- 
marital sexual relations or toward incestuous desires is quite differ- 
ent. They are aspects of sexuality over which women have been 
taught to believe they can and should exert volitional control. 
Consequently a sense of guilt arises in connection with them. 
Atonement is sought and confession brings relief. Improvement 
in the patient’s condition is, therefore, dependent upon the extent 
to which the physician may inspire confidence and elicit a frank 
expression of the patient’s difficulties. 

Much depends upon the training of the woman before puberty 
and upon how she has been conditioned to meet this first great 
climax in her life. She may gracefully accept the more passive 
role or she may desire to assert herself in an aggressive masculine 
manner. There can be no doubt, of course, but that constitutional 
factors also help to augment or minimize such tendencies. 

We find that many girls have little or no knowledge of menstrua- 
tion before puberty. On this account they are apt to develop a 
feeling of inferiority. Such a girl is cautioned during menstruation 
to be less active, to rest and not to jump about. She may be subject 
to derisive criticism from her male associates and may feel that 
she is unjustly afflicted. It is something imposed upon her by others 
or she has unwittingly brought it upon herself by her own trans- 
gressions. One woman, when she menstruated for the first time, 
was sure she had cut herself ; another was fearful she would bleed 
to death ; a third thought that it was a punishment imposed on her 
by her mother. An older woman recalls that she was frightened 
at night by finding her “ nightgown full of blood.” She was merely 
cautioned by her mother to be careful. Fear, humiliation and 
mystery stand out in such cases. If there are associated castration 
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fantasies menstruation is regarded as evidence that they have been 
mutilated because of their guilt. Consequently confession and 
further atonement are unnecessary and the punishment is borne 
in silence. Many young women seek to conceal from others the 
fact that they menstruate. They may acquire further insight 
and become more comfortable later, or they may overcompensate 
to a pathological degree and show such exhibitionistic tendencies 
as have already been mentioned. Fortunately other young women 
are better prepared for puberty and look upon the first menstrual 
flow as evidence that they are like other women who are capable 
of becoming mothers. The preparation for maturity may be so 
well made that instead of fear and humiliation the other extreme 
is observed. One mother, for example, had so wisely anticipated 
puberty in her daughter that its advent was greatly desired. The 
daughter happened to be troubled with abdominal cramps associated 
with indigestion some time before her menses were established. 
She misinterpreted these as menstrual cramps and was disappointed 
when there was no flow. When she had her first menstrual period 
she was agreeably surprised to be free from pain. She has re- 
mained a well-adjusted individual. Such early training, of course, 
bespeaks less resistance to the discussion of menstruation in later 
years. 

While there is a prevailing dislike for the incapacities and 
hygienic annoyances of menstruation, there is also a strong desire 
for its continuance during the child-bearing period. In well-ad- 
justed women the desire to become mothers and to be like other 
healthy women is stronger than any resistance to menstruation. 
They are extremely worried and petulant whenever they suffer 
from amenorrhea. These women have become accustomed to 
menstruation and look upon its suppression as an indication that 
there is something wrong with them sexually. They feel that they 
are not as other women. Again a feeling of inferiority may mani- 
fest itself. Whether this is associated with a second castration 
threat would have to be determined. In any case, they now long 
for the reestablishment of menstruation, even though they have 
been loath to accept it. 

Although there may be a stormy resistance to the acceptance 
of the menopause, the subsequent readjustment may reveal a re- 
signed and somewhat compensatory rationalization for what has 
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been lost. Some women look back upon the period of sexual 
maturity much as the fox looked at the grapes. They thank God 
they are through with “the curse” and speak in glowing terms 
of the blessings of old age. 

With this background of reactions commonly observed in normal 
women we are now ready to consider the distortions which may take 
place in the presence of a personality disorder. Our observations 
will be stated briefly and cases will be cited in support of our 
conclusions. 

The exhibitionistic attitude of the schizophrenic we have already 
mentioned. The delusional reconstructions are at times reminiscent 
of archaic beliefs. An adolescent girl thought she was without sex, 
when her menses ceased temporarily. A mature woman used her 
amenorrhea as added evidence that she was a beast. After men- 
struation was reestablished she reluctantly admitted that she might 
be a human being, but a compromise was soon presented, however, 
in the idea that she was a hermaphrodite and therefore able to 
menstruate. 

A single woman of 50 with a well established paranoid reaction 
who had begun to menstruate at the age of ten, recalled her feel- 
ings at that time as follows: “ I seemed to have an enormous sense 
of sadness. The world and its responsibilities came over me.” 
She is a virgin who has “ always wanted to have a baby.” Never- 
theless she was overjoyed when she ceased to menstruate six years 
ago. In commenting upon this she said, “ It stopped to my delight. 
I was awfully pleased—A woman is much more vital. She can 
have relations with a man without fear of consequences at all times. 
Sex is the only real pleasure that women have. Desire is present 
until she is on her death-bed if she is the right kind of a woman 
with her man. After a woman stops menstruating she longs to 
travel—not having children.” 

The menopause also had a special significance to her. She said 
that according to an old French tradition a woman should retire 
to a hospital when menstruation ceased. As a part of her paranoid 
system she believed that her nephew, whom she identified with 
one of the physicians, had put her in a hospital at the time of her 
menopause in order to gain possession of her money. She was 
especially pleased that she had deceived this nephew regarding 
the time at which her menses ceased and had thus gained two extra 
years of freedom. 
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The sadistic compensatory attitude for something lost is shown 
in the following attitude of a psychotic woman who had passed 
through the menopause: ‘‘ They were a nuisance. I would curse 
them and swear at them. A damn nuisance—when you wanted 
to go to a dance or play tennis. You can’t get away from it—it’s 
got you. The damn things returned quick. I was always lively 
before. I prepared for it and relaxed afterward. Now they are 
stopped. That is one of the blessings of old age.” 

A strongly narcissistic and paranoid woman of middle age said 
she had never menstruated regularly until after her father’s death, 
when she was 24. She had to care for him and could not pay 
enough attention to her own body before. This was largely fanci- 
ful, as her periods have continued to be irregular, although they 
more closely approached the 28-day interval since her residence 
in the hospital. Another paranoid woman attributed a period of 
several months amenorrhea to the removal of her pelvic organs 
during a pelvic examination. She claimed that the physician had 
been able to put both hands up into her body, as a result of a large 
opening made by enema tubes inserted into her rectum by a nurse. 
She interpreted the size of the opening in relation to the size of 
large masses of fecal material that were removed. In this case 
the inability to distinguish between the vagina and the rectum 
suggests a cloacal fantasy. 

Some schizophrenic patients have acute hallucinatory exacer- 
bations when they menstruate, but these become less marked as a 
readjustment takes place. Whenever a question arises as to whether 
or not a patient is hallucinating, evidence is more likely to be 
available during the menses than at other times. Gross changes in 
the eating habits are sometimes observed. Some patients engorge 
themselves with food, while others refrain from eating during the 
menstrual period, and one of our schizophrenic patients alternated 
engorgement with abstinence. 

The manic is generally more disturbed and irritable when flow- 
ing, while the hypomanic may be a little slowed-up in her activity 
and display only an increased irritability. {Manics are not inclined 
to show any definite trends in relation to their menstruation unless 
there are associated schizophrenic features. These patients are 
usually much annoyed by the curtailment of their activities. If 
there are associated hypochondriacal or neurotic trends they, of 


; 
xX 


1933] EDWARD B. ALLEN AND GEORGE W. HENRY 261 


course, alter the picture. A circular manic-depressive woman of 
thirty-nine, and unmarried, had suggestive erotic trends while in 
a hypomanic phase. When her period was a few days overdue 
she made facetious remarks about pregnancy. Although her life 
had been conventional she asked about the advisability of having 
an affair and she was anxious to have a mustard bath in order 
to induce menstruation. 

The attitude of the depressed patient toward menstruation de- 
pends somewhat on the degree of the mood variation. Moderately 
depressed patients are inclined to feel somewhat more depressed 
and have an increased feeling of guilt. Those profoundly depressed 
seem to experience no change. That “lack of feeling” which 
they so often speak of is reflected in their attitude toward the 
menstrual function as well as in their appreciation of the outside 
world. A retarded depressed woman spoke of being too inert to 
give it any consideration. Amenorrhea is frequently present, 
especially if there is any physical depletion, and one intelligent 
patient referred to it as the only physical manifestation of her 
illness. 

With the psychoneurotics the problem is even more complex. 
We deal with individuals who are endeavoring to meet reality and 
menstruation is a component of this; it is something to be met 
and dealt with, not avoided or used as a nucleus around which to 
weave fantasies. The psychoneurotics are a composite group and 
their reactions are often clouded by psychotic manifestations. This 
is especially true of psychoneurotic patients who come to a hospital. 
Nevertheless it is with this group of mental reactions that we have 
the opportunity of getting nearer to the trends, either through 
the conscious as revealed in what the patient is so eager to tell us, 
or through the unconscious mentations revealed through a pro- 
longed analysis. We have used the more direct method. 

We shall now present in greater detail three illustrative cases. 
They are all psychopathic personalities, complicated by disorders 
of an endocrine, neurotic or psychotic nature. 


The first patient is 26 years old and married. She is a Portuguese with a 
negligible education obtained in a New England manufacturing town. Her 
complaints were: “I am awfully nervous . Everything irritates me. I don’t 
menstruate.”’ She matured just before her twelfth birthday. “ At first I had 
to have pills to bring it on. He (the doctor) had to give me pills to make 
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the blood come out.” (What if he hadn’t?) “Oh! God, I don’t know. I 
wouldn’t have been here, I guess. When it came I was frightened. I thought 
I had cut myself. I was jumping when it happened. It wasn’t much.” She 
menstruated for seven days every 28 days. 

This young woman lived in a community where promiscuity was not excep- 
tional and she followed the general trend. She was initated by a sexual 
assault at 14, with a resulting Nisserian infection. After three months she 
was pronounced cured but a doctor’s son then became intimate with her. 
When pregnancy ensued at 17 the disparity in their social levels prevented 
marriage and a man, 25 years her senior, and of a passive, stolid and dull- 
witted type, consented to act the legal role of huband. Our patient reacted 
to this with a “nervous breakdown.” She was nervous, excitable and often 
screamed but her baby was born without complications. A year later the 
patient began to have extreme menorrhagia of eight days’ duration with 
eight-day intervals and with pronounced abdominal distress. Operative inter- 
vention resulted in the removal of her ovaries but the uterus was left intact. 
While menstruation ceased libido and potentia remained until about a year 
ago. Her desires were satisfied by the doctor’s son, as advancing years ren- 
dered her husband inadequate. 

At the time of the ovariectomy, seven years ago, she weighed 98 lbs. Now, 
at 26, she weighs 160 lbs. with the fat distributed chiefly around the hips, 
below the anterior superior spines and on the outer sides of the upper thighs. 
Numerous strie are seen in these regions. She is short in stature, being 
only 5 feet 2 inches. She has suffered from severe bi-temporal headaches. 
“My temples bang so hard. They feel like coming out.” The fundi are 
negative. There are no visual disturbances. She perspires freely and feels 
much worse in the summer. She has hot flashes. “All of a sudden I burn 
right up like.” She has a roaring sound in her head. Pulse 80. B. P. 110/80. 

This patient was troubled with fears which had been less pronounced during 
a period when she was receiving ovarian therapy. She said that this treat- 
ment made her “ feel stronger.” 

Her concern about her inability to menstruate and her constant desire to 
establish its return is of special interest. She says, “I am scared I don’t 
menstruate. I am kind of getting fat.’ Amenorrhea meant that she was 
different from other women. A feeling of shame prevented her from dis- 
closing the fact that she did not menstruate. She longed to be like other 
women. Considerable satisfaction was derived from a fall on a door-step in 
that vaginal bleeding was one of the results. “ Blood came two days—quite 
a bit. Three years ago blood came one day, then white like.” Last summer 
she had a bloody-tinged leukorrhea for seven days. She boasts that on this 
occasion she “ bought a box of Kotex.” 


Now “the whites” come on two or 


three successive mornings about once a month. 

The attitude of our patient to her menstrual function when it was first 
established and also when it ceased is worthy of note. When she menstruated 
for the first time she was frightened and unaware of what had happened, in 
spite of the fact that she was being given pills by a doctor to bring it about. 


1933] EDWARD B. ALLEN AND GEORGE W. HENRY 263 


Now she is trying desperately to think herself physiologically like other 
women and reluctant to face the fact of her endocrine and sexual deficiencies. 

The second woman reveals additional trends in connection with menstrua- 
tion, They are of interest as a contrast to her feelings about her pregnancies. 
She is of English stock, aged 35 and divorced. She has been diagnosed a 
psychopathic personality who has compulsive fears and hysterical manifesta- 
tions. At 15 she left hich school and at that time she was depressed. As a 
matter of fact she has been a dependent, inadequate personality who has been 
troubled with masturbation since the age of six. She was violently deflowered 
on her wedding night. When her husband left her she restorted to alcohol 
and drugs and since her divorce she has indulged in perversions with another 
man. 

Shortly before admission she became ill with delirium tremens. From this 
she has fully recovered but she is now in a labile emotional state, resorting 
to frequent masturbation and having most distressing sensations in her eyes. 

Menses were established at 11. They were regular and without compli- 
cation but of six days’ duration. While extremely suggestible she volunteered 
the following as to her experiences when menstruating. “ My menses may 
come on unexpectedly or my menses are sometimes heralded by a toxic poison- 
ous feeling. A very strong feeling. I don’t have pain; more a nervous toxic 
feeling, a heavy, poisonous feeling, confusion, uncertainty; a feeling akin to 
fear. I feel my heart beating or the poisonous feeling. At other times I am 
very cold. I can’t get warm; numbness, prickling in my hands and feet or I 
am ugly and irritable.” 

She also disclosed the fact that her behavior before menstruation was 
similar to that before childbirth. “ Just before my period, say the night 
before, I feel lively. I will cook a batch of doughnuts or clean out the living 
room at night and the next morning have my period. It is just like before 
the birth of my child. The evening before I did ironing. The baby was 
born at 10 a. m. the next morning.” 

Her pregnancies seemed to fulfill her desire to be like other women and 
more than compensated for the discomforts of menstruation. They also 
appeared to satisfy a craving for attention. “I was better when pregnant 
than at any time in my life. I looked calm and collected.” She had “ nervous 
exhaustion” at 24 after the birth of her first child, but she recalls that 
following a miscarriage at 28, “I had excellent care. That is what I needed. 
I had no fear of having children.” To this she adds: “ If uncomfortable, you 
get such a wonderful present for it. I am not afraid of physical pain in any 
way unless it causes nervous sensations. I feel I would be very well if I could 
have another baby. It seems to right something there—some glandular 
thing. I am very cheerful when pregnant.” 

Before marriage she suffered from dysmenorrhea but there has always 
been a period of euphoria after menstruation. “I feel elated and in good 
spirits shortly after my periods.” She has continued to have sexual desire 
but in recent years coitus has been painful. She hated to think that this made 
her different from the average woman. Her inability to enjoy sexual rela- 
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tions made her feel ashamed and inferior to other women. Sex tension was 
increased by a mucoid vaginal discharge especially at menstrual periods. 
This was relieved somewhat by masturbation, which, as in other cases, was 
more urgent when pelvic inflammation prolonged the menstrual flow. 

It is interesting to note that before menstruation there was not only a 
desire to put things in order and to cook food as if in preparation for a 
special event but that she also wished to do these things “in the living room 
at night.” The taboo of her more primitive sisters in avoiding the sunlight 
is at least suggested and her “toxic, poisonous feeling” or the “very strong 
feeling” is in keeping with the primitive beliefs that dangerous influences 
emanate from women at the time of menstruation. 

The third patient is 22 years of age, single and a psychopathic personality, 
At 16 she had a schizophrenic episode following the death of her father. 
All her trends have been centered around the menstrual function. She was 
an only child. She played actively with other children but displayed marked 
sadistic behavior. She hated dolls except “those stuffed cotton-rag dolls. 
I could throw them all around. I broke China dolls. I was sorry but I 
couldn’t help it. I got a boy’s white suit dirty. I was pleased to out-do the 
boys. I wanted to tramp on weak people as boys did with me.” This desire 
was stimulated by an occasion on which a boy sat on her stomach and pre- 
vented her going to dinner. When she was eight she hit a boy over the head 
with a hockey stick when he tried to take it away from her. In her own words 
she said, “I went in for torture. I killed a cat. I knocked it under a bureau 
with an umbrella, hurt its lungs, and it died.” Nevertheless in her ninth year 
she fainted when she cut her hand with a knife. The sight of blood has 
always made her nauseated but at the same time it has possessed a fascination 
for her. 

She was extremely fond of her father. They took long walks together and 
in recent years these walks have been incorporated in her day-dreams. Her 
father, however, was disappointed that she was not a boy. He anticipated 
with regret that she, like her mother, would be incapacitated for taking regu- 
lar walks and would avoid vigorous exercise while menstruating. He longed 
for a male to share his outdoor activities but he was always kindly and 
sympathetic with the patient. On the other hand she easily annoyed her 
mother who retaliated by ridiculing or scolding the daughter. 

She developed rapidly and matured at 11. This made life much more 
complicated. She referred to this period as follows: “My body got too 
heavy. My breath gave out. My breasts developed and the boys on the 
street used to say ‘there goes the girl with the big breasts.’” The first 
intimation which she had of menstruation was when blood was discovered on 
her bloomers by her mother. The patient’s reaction to this discovery is well 
described in her own words: “I didn’t know why I had to have it. She 
(mother) didn’t explain. I didn’t know. I thought it was a kind of affliction. 
I thought perhaps she (mother) had something to do with it. I couldn't 
quite see why I needed to have it every month. I thought it some physical 
penalty you had to pay. I didn’t know about pregnancy so I didn’t associate 
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it with my tender breasts. I considered it a useless internal bleeding.” She 
believed that the blood came from her stomach and that was why she was 
nauseated. Until she was 20 she believed that her genital organs were for 
the sole purpose of excretion and menstruation, and she referred to them as 
“my unwell organs.” Gradually she developed the idea that babies came 
into the world through some cut or an opening in the abdominal wall. 

At puberty gross changes in her personality began to be evident. Instead 
of continuing to be an aggressive, athletic and sadistic girl she became diffi- 
dent, retiring, shy and lacking in self-confidence. She was awkward in her 
movements and felt inferior. She indulged in day-dreams, gradually became 
self-absorbed and had increasing difficulty adjusting to her surroundings. 
The emotional relationship of the parents to the daughter also changed at 
this time. Nausea and vomiting associated with menstrual periods regularly 
kept her in bed for a week and long walks with her father became a rare 
occurrence. He wished more than ever that she was a boy. He grew less 
sympathetic and tried to make light of her menstrual discomforts. She felt 
ashamed and more inferior than’ ever. This change in attitude is made clear 
by the following remarks: “My father made me ashamed of it. I came 
downstairs to supper. I said I wanted to go upstairs because I had the curse. 
He said ‘ You will sit right there.’ My father made me go to school. I had 
cramps at school. I went to the lavatory and threw up. I was brought home 
in a wheel chair. I was in such agony. I didn’t think much. I didn’t care how 
I got there.” On the other hand the mother became unusually solicitous. 
She permitted her daughter to remain in bed, had meals brought to her and 
gave her codein for the cramps. She spoke to her daugther of menstruation 
as being a curse inflicted upon all women and assured her she would do all 
in her power to make her comfortable. 

This change in the parental attitude was noticeable chiefly during the 
menstrual periods. The father tried to be considerate but was annoyed by 
the patient’s gradually developing sense of inferiority. This inferiority reac- 
tion caused the mother to dominate and ridicule her more than ever. She 
referred to her daughter as being “dumb” and “crazy.” As a result the 
patient developed an ambivalent feeling for her parents with love predomi- 
nating for the father and hate for the mother. The patient was now afraid 
to continue her former sadistic exploits but resorted to sadistic fantasies. 
She withdrew to the attic of the house where she read books of adventure 
and romance, especially those dealing with the American Revolution and 
frontier life. The hardships of the pioneer women appealed strongly to her. 
She had fantasies of young British officers coming to this country and being 
engaged in mortal combat. She saw blood flowing from their wounds. She 
saw their eyes being pulled out and snapped back by the Indians. Their 
very suffering and disfigurement inspired the sympathy and love of maidens. 

While menstruating she would imagine “wild Egyptian things.” She 
wanted to be a man. She would long for Egyptians to come and cut off 
her breasts. She felt that girls were prettier without them. She pictured 
herself as a girl in ancient Egypt who was being tortured. She saw a dog 
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with its brains oozing out and thought, “ People would do that to me if I 
didn’t do right.” 

Shortly after puberty her father frightened her by wearing a Chinaman’s 
mask and threatened her with a skeleton. After this experience she was 
fearful that all men would scare her although previously she had felt she could 
make men like her simply by looking intently at them. 

For a short time she was attracted to a Jewish boy who paid her some 
attention. She soon began to feel, however, that she had committed an 
unpardonable sin by falling in love with someone of a different race. This 
contributed to her feeling of insecurity and after her father’s death she 
became so fearful and so absorbed in fantasy that her response to reality 
was no longer adequate. The result was an acute schizophrenic psychosis 
which became evident about six months before admission five years ago. 

Since puberty she has never been really happy and has wished more and 
more that she was a boy. She wished she could travel and explore and she 
longed to be an archzologist or a detective. Her menstrual periods have 
become somewhat less of an ordeal but she still follows a definite ritual at 
such times. She wants to stay in bed, to sleep, to draw the sheet over her 
head and to have sedative medication. While she has pain she longs to get 
under the bed. She dislikes having anyone around her, especially men. She 
wants her food brought to her but she often skips one or two meals. The 
door must be closed and the room darkened. Recently she has described her 
attitude toward menstruation as follows: “It is the most exciting event 
I have each month; nothing else is so exciting.” 

Nevertheless sadistic-masochistic trends associated with menstruation have 
become more pronounced during the past two years. If annoyed she scolds 
and swears. She says: “I keep thinking I am shedding blood for Christ. 
I feel like murdering someone, only I could not stand the blood. I can’t stand 
other people around me when I am menstruating. I feel they are going to 
stick knives in me.” During one period she said to the nurse: “ Why don't 
you get a sword and kill me?” In spite of this her desires and fears regard- 
ing mutilation of her body have gradually become less pronounced. She has 
presented an exterior of timidity but this is merely a guise for a strong 
masculine protest. For at least two years she has been wondering whether 
men have menstrual periods and each reappearance of her own menses serves 
to intensify her desire to be a man. 

Associated with the death of her mother six months ago her menses were 
delayed for several days. Since that time she has displayed much more 
initiative and interest in others. She longs for the attentions of young men, 
seeks to make herself more socially acceptable, wears more becoming clothes 
and is intensely jealous of girls more attractive and popular than herself. 
She wishes instruction in golf so that she may overcome her present awk- 
wardness and compete more successfully with other women. But such striv- 
ings are still counterbalanced by feelings of inferiority. Fear of the respon- 
sibility to which her desires might lead exerts an inhibiting influence and 
menstruation still offers a convenient excuse for remaining inactive. 
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In commenting upon her menstrual periods she says: “ My whole system 
seems to be blah. My breasts get sore. I seem to feel full, like a woman with 
child. I am disgusted by the monthly thing coming each month irrespective 
of what I do whether up or down. The only thing I am sure of—it comes as 
a symbol of importance to me. I am affected by the seasons and changes of 
the year. I am so scared. I know they will come irrespective of what hap- 
pens to me or others. The fear of it comes anyway. I am not master of the 
fate of my own body. Men are masters of their bodies and of their fate.” 

In reviewing this case we find a girl who was able to gratify sadistic 
trends until puberty. She could strive with her male associates and be the 
comrade of her father. Menstruation not only thwarted these activities but 
left her unable to accept a more passive, acquiescent rdle. These limitations 
caused her to be identified with her mother for whom the father had a feel- 
ing of contempt because of the recurrent menstrual indisposition. On the 
other hand, the newly acquired sympathy of the mother was not only com- 
forting but it encouraged a masochistic desire for the suffering which accom- 
panied menstruation. 

Unfortunately she could not make an adequate adjustment to this com- 
promise. The thwarting of the sadistic, masculine activities by reality merely 
drove her to seek gratification in fantasy. Her attempts to play a feminine 
role seemed doomed to failure. If she dressed for the evening her gown was 
always too short and revealed low flat heels underneath. Femininity had 
its compensations but they were insufficient. Even though menstruation was 
the most exciting experience in her life it was also the symbol of all that 
she had lost. Moreover its appearance had marked the onset of a life of 
indecision, perplexity and fear. 


SUMMARY AND CONCLUSIONS. 


In this study of 100 cases it was found that the menstrual 
reactions are somewhat characteristic of the different types of 
personality disorders. With hypomanic patients the flow is regular 
but tends to be more profuse and of longer duration than usual. 
Irregularities or occasional amenorrhea is observed during the 
manic phase while the patient is excessively overactive and excited. 

In the depressive phase the patient may continue to menstruate 
regularly provided she is only mildly depressed. As the depressive 
reaction grows more intense there may be at first an increase in 
the amount and duration of the flow, then it is late in its appearance 
and becomes scant and of short duration. Finally, in the more 
profound depressive reactions amenorrhea is found. This asso- 
ciation of menstrual phenomena with manic-depressive psychoses 
has been observed in both phases of the illness in a number of 
patients. 
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The menstrual reactions of the schizophrenic patient seem to 
depend upon the acuteness of the illness. The chronic patient who 
has readjusted with more or less mental deterioration continues 
to menstruate just as the well adjusted normal woman does. On 
the other hand, the acute schizophrenic psychoses are characterized 
by irregularities in the amount and duration of the menstrual flow, 
as well as in the intervals between menstrual periods. This is par- 
ticularly true of the acute catatonic excitement or stupor, which 
now and then may be accompanied also by a few months of 
amenorrhea. 

On the basis of these observations it appeared that menstrual 
irregularities were somewhat peculiar to acute schizophrenic psy- 
choses and that amenorrhea was an expression of intensely painful 
emotional states regardless of the type of personality disorder. 
This was found to be true when the menstrual reactions in the 
psychoneurotic and miscellaneous groups were studied. In the 
absence of a painful emotional state, or of marked schizophrenic 
complications, the menstrual functions were essentially normal. 
The only exceptions to this were found in a few cases with toxic 
psychoses or the psychoses in which physical illness was prominent. 

No consistent sequence in the appearance or disappearance of 
painful emotional states and menstrual disorders was observed. 
As a rule the emotional changes and the menstrual disorders appear 
to be concurrent. Minor emotional changes may precede menstrual 
disturbance and the return of menstruation may herald read- 
justment. 

In considering the relation of menstrual dysfunction to person- 
ality disorders from the endocrine point of view we have discussed 
the complexity of the problem and tried to explain why endocrine 
therapy of these disorders has not as yet been especially effective. 

Various glandular extracts have been given for dysfunction of 
menstruation as well as for amenorrhea. In the latter condition 
bleeding has followed the use of amniotin, follutein and theelin. 
Whether this bleeding was accompanied by the endometrial changes 
associated with menstruation it is impossible to say. 

Depressed patients with amenorrhea have been given ovarian 
therapy and even in those cases in which it was augmented by 
anterior pituitary preparations we have observed no instance in 
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which the return of menstruation was hastened or the duration of 
the depression shortened. Subjective relief more often followed 
the prolonged administration of corpus luteum by mouth and sub- 
cutaneously, and the best results were obtained in cases of agitated 
depression or involutional depression through the amelioration of 
restlessness and the “ hot flashes.” 

Pending further investigation doubt may be expressed whether 
a physically depleted woman, or one with arrested development 
of the genital organs, should be forced to bleed from her uterus. 
With the meager knowledge which we now possess regarding the 
inter-relationship of physiologic disorders and abnormal mental 
conditions we are unable to say to what extent amenorrhea may 
be a protective mechanism. 

In the section dealing with the psychologic aspects of this subject 
we have presented some of the more common reactions of normal 
women to menstruation before calling attention to those of our 
patients. A few cases have been described in detail so that the 
significance of certain events and the influence of other members 
of the family may be more evident. 

There can be no doubt that menstruation is an important func- 
tion in the life of every woman. Her attitude to it is conditioned 
by her training and knowledge before puberty: If the instruction 
has been tactfully and wisely imparted by her elders many fears 
will be avoided and subjective discomforts will be minimized. 
The passive feminine role will be more gracefully accepted, if 
the woman is fully aware of the significance of menstruation as 
well as its compensations. Ignorance on the other hand will in- 
tensify discomforts and accentuate the influence of constitutional 
limitations. This in turn contributes to a feeling of inferiority 
and the compensatory strivings so often observed as a masculine 
protest. 

While menstruation is an inconvenience at the best it is an ob- 
jective manifestation to a woman of her sexual maturity. She 
may try to dismiss it from her thoughts, she may be loath to 
discuss it, she may consciously feel inferior because of it; but let 
it cease prematurely, whatever the cause, and she will be annoyed, 
uneasy, and ashamed because she is not like other women. 

After the menopause the mechanism of rationalization merci- 
fully makes her blind to what she has lost. She can then accept 
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her sexual limitations as those properly belonging to one of her 
years. 

- The reactions of those suffering from personality disorders are 
different from those of the more stable members of the female 
sex in quantity rather than quality. Menstruation is an experience 
which must be met in much the same way as any other difficult 
problem of adjustment in the sick individual’s life. The schizo- 
phrenic rationalizes any inadequacies with more or less systematized 
delusions or overcompensates with erotic exhibitionistic trends or 
behavior. The hypomanic may likewise overcompensate with an 
exhibitionistic display, especially if there are any associated schizo- 
phrenic trends. The more controlled manic is apt to be irritated 
by the limitations which menstruation imposes upon her activities, 
although wish-fulfilment trends in relation to pregnancy are some- 
times apparent. The profoundly depressed are too inert to be 
consciously affected by menstruation but others with milder de- 
pressive reactions are generally more depressed. It is likely to 
intensify a sense of guilt as well as feelings of unworthiness. The 
psychoneurotic reactions to the menstrual function are so varied 
and so often colored by psychotic episodes in the cases which re- 
quire hospitalization that a sharp differentiation is impossible. 

Except for the complications which arise because of psychotic 
reactions the psychoneurotic patients seem to incorporate menstrua- 
tion in their disorders much as they do other unpleasant somatic 
experiences. 

Nearly 50 per cent of the schizophrenic cases showed arrested 
development of the sexual organs or of the secondary sexual 
characteristics. Moreover it was observed that menstrual irregu- 
larities were considerably more common prior to the onset of the 
illness in schizophrenic cases than in other types of disorder. It 
is to be expected that a much larger percentage of them were 
narcissistic or homosexual and that few made an adequate hetero- 
sexual adaptation. About 40 per cent were married. Half of these 
had no children and only one had as many as two children. 

On the other hand the sexual development of the patients in 
the manic-depressive group, with a few exceptions, was normal. 
About 50 per cent were married and only two of these failed to 
have children and the others had from one to four children. It 
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is to be expected that the heterosexual adaptation was more nearly 
satisfactory. 

Such observations are of special interest in that they evoke 
questions regarding the source and nature of psychotic disorders. 
Just as the schizophrenic is different from the manic-depressive 
patient at the psychological level of integration so is he at the 
physiological level. As yet no one can say with certainty that the 
schizophrenic is constitutionally defective but there is considerable 
evidence of arrested physiologic development in the majority of 
cases of this type. 

It is a common observation that the schizophrenic begins to fail 
conspicuously in his adaptations soon after puberty. He may have 
been a “ shut-in ”’ personality before this, but his tendency to with- 
draw may be one of the more natural consequences of an inability 
to compete with others because of his inadequate physiological 
equipment. If in addition he is required at puberty to make an 
adult heterosexual adaptation with sexual organs which are de- 
monstrably immature the natural result is failure and some sort 
of compromise. We believe that this sexual immaturity in schizo- 
phrenic women has already been fairly well established. 

If future studies indicate more clearly a physiological sub- 
structure for the behavior and physiological phenomena which 
in recent years have been of prime interest to the psychiatrist we 
may then be able to take more rational steps in the direction of 
preventing and alleviating these illnesses. Greater effort may then 
be directed toward the treatment of arrested genital development 
before there are any obvious manifestations of a psychosis. 

Physiologic changes associated with psychoses are by no means 
confined to the schizophrenic variety. In general the findings in 
this study tend to corroborate other observations ° which show that 
acute mental illness is always accompanied by gross physiologic 
changes. Acute mental illness usually means the presence of in- 


5 Henry, G. W. and Mangam, E.: Blood in Personality Disorders. Bio- 
chemical Studies, Arch. Neur. and Psychiat. 13: 743. 

Henry, G. W.: Basal Metabolism and Emotional States. J. Nerv. and Men. 
Dis. 70: 598. Gastrointestinal Motor Functions in Schizophrenia, Amer. J. 
Psychiat. 7: 135. Gastrointestinal Motor Functions in Manic-depressive Psy- 
choses. Amer. J. Psychiat. 11:19. Catatonia in Animals. Amer. J. Psychiat. 
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tensely emotional states regardless of the clinical diagnosis and 
these emotional reactions seem to be most directly associated with 
the physiologic changes. 

Individual variations in the sequence of changes at the psycho- 
logical and physiological levels of integration occur, but as a rule 
the changes at both levels are concurrent. Even though the factors 
in a mental illness prior to its onset are largely psychogenic, the 
presence of a psychosis means that physiological changes have 
already taken place and moreover they tend to perpetuate the 
psychological manifestations. 

This study has called our attention to many inadequacies in 
the routine physical examinations, the keeping of menstrual charts, 
and the study of the whole menstrual history with the associated 
phenomena which are of special interest to the psychiatrist. We 
believe that every patient is entitled to an examination by an 
endocrinologist, and by a gynecologist. Careful notes should be 
made by each in order to facilitate an understanding of the total 
personality reaction and as a basis for rational therapy. On the 
menstrual chart should be recorded, not only the duration and 
amount of the menstrual flow, but also the changes in the patient's 
general condition and what the patient reveals regarding menstrua- 
tion. These charts should be kept as a part of the clinical record. 
When carefully prepared and studied they are of considerable value 
in arriving at the diagnosis and prognosis in the individual case. 
They record one of the most delicate indices of the state of health 
of the patient. 

The value of a careful study of the menstrual life of a patient 
with all its psychiatric implications cannot be overestimated. This 
topic is of vital interest, not only because of its obvious sexual 
associations, but because of the many superstitions and fears re- 
garding menstruation which have been kept alive for centuries. 
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DISCUSSION. 


Dr. ELIZABETH SPENCER McCALt (Philadelphia).—In drawing deductions 
from observations of the menstrual period in women suffering from psycho- 
neuroses and psychoses, it would seem necessary to have a control group 
charted of women with normal mental reactions because the same irregulari- 
ties in menstruation are observed without the accompanying psychoses. 

Dr. Marion Rea of the University of Pennsylvania, who has had charge 
of the health of the women at the university for a number of years, tells me 
there is an organization of health officers of the different colleges. They are 
studying the problems of irregularity of menstruation and amenorrhea, and in 
a separate group, the mental status. They have found that in amenorrhea 
there are two types, the minor types that simple tonic treatment will help 
and which may be the result of some slight emotional reaction, and the types 
of amenorrhea that last over a longer period of time which they feel are 
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linked up with the endocrine system. But they have found no connection 
between these irregularities and any mental symptoms. These are normally 
adjusted young women. Data from such a group might be correlated with 
the data from a mental hospital. 

The general practitioner frequently harbors the belief that menstrual dis- 
orders are the cause of mental disease. At the Norristown State Hospital 
many patients came to us who had gone through the hands of the general 
practitioner who had emphasized very strongly pelvic conditions as a cause 
of mental disorders. Sometimes the patient had been subjected to a surgical 
operation for minor repair which had precipitated the mental symptoms that 
brought her to the hospital. Any investigation of this sort which gives a 
proper value to pelvic disturbances in relation to mental disease will be a 
great benefit, and may give a different viewpoint to the general practitioner. 
Often it is very harmful to the mental patient to have pelvic conditions 
accentuated. 

We are all familiar with the problem of young Irish girls coming to the 
state hospitals as attendants. They frequently have a protracted amenorrhea 
on coming to this country. The emotional adjustment and the reaction to the 
new environment often affects them in that way. It may be that the emotional 
reaction works through the endocrine system. These normally adjusted 
groups might be used as a control in drawing deductions in regard to men- 
struation as affecting the mental state. 

Those who preceded me at the state hospital at Norristown and those 
who came after have found that the irregularities in menstruation of the 
women patients there—and there were about 1300—were simply an accom- 
panying factor and not a positive factor in the mental conditions. We found 
that as physical health improved the menses assumed regularity. We found 
also that in the disintegrating psychoses when the physical condition improved 
and the menstrual periods became more regular, the mental condition also 
improved and the patients might stay at a certain level and not go further 
in their deterioration. 


Dr. ABRAHAM Myerson (Boston, Mass.).—I think Dr. McCall has empha- 
sized a point which cannot be over-emphasized. With the acute mental 
disorders, there takes place a wide variety of changes which can be summed 
up under the heading of poor physical health and disturbance in the general 
physical functions. The patients show disturbed appetites and eat much less. 
There is a wide variety of general bodily disturbances and these have as much 
correlation with the acute melancholia as the disturbances in the menstrual 
periods. 

I am a bit skeptical when the correlation of the menstrual disturbances is 
made to emotional distress as such. It seems to me that the visceral functions 
are all disturbed, such as appetite and gastrointestinal activity, sleep, rest, and 
the menstrual periods. Whatever incidental emotional disturbance takes place 
does not seem to me so important as the disturbances in the general functions 
of the organism. 
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Dr. CornELIus C. WuHo rey (Pittsburgh, Pa.).—I have no statistics on 
the point which I wish to discuss. As I recall numerous cases of addiction 
to morphine, however, I krow that sooner or later there was suppression of 
menstruation in the female along, of course, with cessation of all normal 
sexual desire in both sexes. The question I wish to ask is, did you make any 
observations, if such cases of chronic addiction came under your care, as to 
the types of personality in whom these changes occurred early under short 
addiction, and those in whom it occurred only after prolonged addiction to 
morphine? The actual cessation of menstruation is, of course, on physiologic 
grounds, but there is probably a correlation with personality makeup as to 
the time and ease with which the menstrual function is disturbed. 


Dr. Epwarp B. ALLEN (White Plains, N. Y.).—As I said at the beginning 
of this paper, this is an introductory study and a greater part of the time 
has been spent in accumulating facts. We have tried to be careful in inter- 
preting these facts and would rather not be dogmatic. 

We feel, also, as Dr. McCall has pointed out that there should be a control 
group. That is a type of investigation which we hope to carry on in the 
future. 

Perhaps we have been misunderstood regarding the relation of menstrua- 
tion to personality disorders, Perhaps the inierence has been that amenorrhea 
or dysmenorrhea is associated merely with an acute emotional change. It 
seems to us that the acute emotional state may produce a disturbance in the 
general physiology of the individual and that amenorrhea or dysmenorrhea, 


or whatever the menstrual irregularity is, is simply an accompanying factor. 


We wanted to bring out that point especially in regard to therapy. 

I think too many people focus attention on the pelvis and feel that by giv- 
ing a pill or some form of therapy to re-establish menstruation they have a 
short-cut method of restoring the patient to a state of health. Such a method 
of procedure is not justified by experience. It is much more important to 
treat the individual as a whole. If you restore the patient to a state of health 
through general methods such as diet, proper sleep, rest and exercise as well 
as by the various forms of psychotherapy the question of menstruation will 
more or less take care of itself. It is to this method of therapy that we call 
attention. 

In regard to the patients who resorted to the use of drugs. I wish to say 
that they would not ordinarily be classified simply as drug addict cases. We 
do not take that type of case at Bloomingdale Hospital unless there is some 
accompanying personality reaction which we feel is the more important con- 
sideration. In any case we have not studied a sufficient number of these 
patients to warrant drawing any conclusion. 

We do feel that disturbances of menstruation are primarily physiological 
disturbances and that an acute painful emotional reaction can produce a dis- 
turbance in the general physiology. The disturbance of menstruation is 
then a reflection of that general disturbance. 
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Dr. GeorceE W. HENry (White Plains, N. Y.).—I have been interested 
in the physiological aspects of mental disorders for a number of years and 
on that account I am perhaps a little more conservative than others. I would 
say that we know no more about the factors which contribute to emotional 
reactions than we do about those which give rise to the menstrual disorders 
in mental patients. I would prefer to look upon both as evidence that a 
change has taken place in the individual and to regard menstrual and emo- 
tional disorders as indicative of this change. 

All that we intended to show was a correlation between the menstrual 
functions and the patient’s condition as recorded in the medical record. We 
took into consideration diet, appetite, weight and such other factors as might 
influence menstruation. The most direct correlation we could make was 
that of the emotional reaction. It seemed that whatever the diagnosis might 
be, if the emotional reaction was sufficiently intense there was a disturbance 
in the menstrual function. We cannot conclude, however, that an acute 
emotional reaction is the cause of the menstrual disorder. It is probable that 
both are manifestations of a total change in the individual. What the causes 
may be we can do little more than guess. They are undoubtedly multiple 
and will require many more studies to elucidate them. 

We would be very much interested in having a normal control but we 
would like to have the normal individuals studied as carefully as our patients. 
This would mean observations of the emotional reactions and trends of 
thought as well as of the numerous other details found in the clinical rec- 
ords. These observations should be continued for an average period of one 
year and should include the 24 hours of each day. Only under such cir- 
cumstances could the fluctuations and deviations of the so-called normal be 
correlated with menstrual phenomena. 

The difficulty up to the present time has been that we have been depend- 
ing too much upon impression. We believe that this work is a step in the 
direction of making our knowledge regarding these physiological accom- 
paniments of menta! disorders a little more definite. 
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REGULATIONS ON EUGENICS AND MENTAL 
HYGIENE IN THE STATE OF VERACRUZ 
(MEXICO). 


sy SALVADOR MENDOZA, J. D.* 


Definite regulations on eugenics and mental hygiene were adopted 
by Governor Adalberto Tejeda for the state of Veracruz (Mexico) 
on November 26, 1932. The governor’s proclamation was published 
in the Official Gazette of Jalapa—the capital of the state—the next 
December 1, thus becoming a law for the State of “ Veracruz- 
Llave,” the official name of Veracruz, largest in population in 
Mexico, with almost 1,600,000 inhabitants. 

The regulations were designed to outline the work and duties of 
the newly created Bureau of Eugenics and Mental Hygiene, organ- 
ized as a part of the Health Department of the State, notable for its 
splendid work against tropical diseases which for years infested 
Veracruz to the extreme of making of its territory one of the worst 
spots in the world from the standpoint of public health. Veracruz 
has now eliminated small-pox and greatly reduced its hook-worm 
index of recurrency. Yellow fever has disappeared. The sanitary 
services of the Health Department are modern and efficient and 
have enjoyed the cooperation of the federal government and of the 
Rockefeller Foundation. 

The law, number 121, enacted by the legislature on the sixth day 
of July, 1932, upon the draft submitted by Governor Tejeda, pro- 
vided for the creation of the Bureau of Eugenics and Mental 
Hygiene. This was therefore the first positive governmental action 


* Sefior Mendoza, who contributes this article at the request of the editor, 
is a lawyer and sociologist. He has been professor of law at the university of 
Mexico City, and was one of the drafters of the penal code adopted by the 
Federal District and Territories in 1928, the first code abolishing capital 
punishment and jury trial in Mexico. Later Dr. Mendoza was asked to take 
the chairmanship of the drafting committee of the new codes for the state of 
Veracruz. He was the author of the civil code and supervised the drafting 
of the civil procedure. He advised also on the penal section of the new legis- 
lation. Sefior Mendoza drafted the Regulations on Eugenics and Mental 
Hygiene printed here. 
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taken to include as a public service, the organization of eugenics 
and mental hygiene, those two paramount phases of modern social 
control and betterment. Chief Executive Tejeda was entrusted by 
Section 7 of the above mentioned law with the task of adopting by 
proclamation the necessary regulations. The regulations were 
immediately drafted and the Bureau was invested with the largest 
possible powers and authority permissible within the boundaries of 
the constitutional régime. Birth control clinics were instituted free 
of charge for the poor or destitute classes, and sterilization was 
provided for in serious cases of unfitness and inadaptability. The 
preamble of the regulations sets forth the grounds of the statute. 

Adalberto Tejeda, who has twice been governor of his native state 
and has also held the portfolio of Gobernacion (Interior Depart- 
ment), the head of the cabinet, under the presidential term of Gen- 
eral Plutarco Elias Calles, from 1924 to 1928, has sponsored some of 
the most radical measures of social control ever tried in Mexican 
history. He suppressed the saloons with strong hand, yet at the same 
time encouraging the use of beer and soft beverages, a real relief in 
the tropical climate of his state. Departing from a normal tradition 
in Latin countries in Europe and America, he adopted a system of 
non-legally regulated prostitution, with venereal infection and white 
slavery defined as punishable offenses. Tejeda’s administration 
made sexual education compulsory in the official schools of the 
state. The mandatory medical treatment of venereal disease was 
another hotly controversial measure adopted by the Health Depart- 
ment under his direction. 

To complete this large program of social reforms, Governor 
Tejeda, on special authorization given to him by the Congress, 
adopted a complete set of new codes (civil and civil procedure, 
penal and penal procedure), on October 1, 1932. These codes com- 
prise more than 10,000 sections or “articulos,” and were printed 
in four volumes with more than 1200 pages. 

The new civil code of Veracruz (2977 sections, 653 pages), 
introduced definite eugenical provisions in the matter of marriage 
and divorce. The premarriage certificate of health was made a 
requisite for both mates, and eugenical grounds for divorce were 
granted. The code is, besides, an equal rights for women statute ; 
it has no discrimination whatever against women in the whole 
extension of the civil jurisdiction. 
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In the field of modern criminology, the new penal code of Vera- 
cruz abolished once more in Mexico capital punishment and the 
jury trial. 

This brief outline of the social reforms inaugurated by Adalberto 
Tejeda, while being Constitutional Governor of the State of Vera- 
cruz, gives some idea as to the character of this 50-year-old leader 
of the Mexican struggle for progress and civilization. 


REGULATIONS ON EUGENICS AND MENTAL HYGIENE. 


Adalberto Tejeda, Constitutional Governor to the Free and Sovereign 
State of Veracruz-Llave, to its inhabitants be it known: 

That by the authority bestowed upon him by Article 7 of the Law No. 
121, enacted on the sixth of July, 1932, and 

Wuereas, Recognizing that it is of the greatest importance to public and 
social interests to better the human race and therefore to promote all measures 
leading to the elimination of such defects as shall be considered incurable and 
transmissible by heredity, or which might yield to scientific treatment under 
governmental direction; the Hon. legislature of this state was pleased to enact 
Law No. 121 this sixth day of July in the year 1932, creating thereby under 
the jurisdiction of the Health Department, the service of eugenics and mental 
hygiene of the State of Veracruz-Llave; and 

Wuereas, The above mentioned law provides in Articles 5 and 6 a program 
of scientific prophylaxis to safeguard future generations against diseases 
or defects, physical or mental, which are transmissible by heredity, the regu- 
lation of such program to be under the administrative authority of the Chief 
Executive of the state, through the action of the Health Department, according 
to the text of Article 7 of the above mentioned law; and 

Wuereas, The results of medical, sanitary, biological and psychological 
research attest beyond doubt the possibility of introducing practical eugenic 
measures to improve the future programs of human reproduction, thereby 
producing eventually a better race as a whole by diminishing the probabilities 
of race degeneration or decay ; and 

WuereEas, It is a fact confirmed by experience and statistics that the 
dissemination of birth control information now being done spontaneously 
and freely by individual initiative, with no official intervention by the state, 
has resulted in the lowering of the birth rate among the higher and more 
privileged classes of the community, as evidenced by the fact that a marked 
and deliberate curtailment of offspring exists in direct proportion to the 
better learning or position of the individual, while it can be observed that less 
socially desirable types reproduce themselves with no restriction and often 
even to obvious excess; and thereby an undoubted degeneration of the species 
is taking place; and therefore to meet such an emergency society must take 
urgent action inspired by the highest motives; and 

Wuereas, The methods of birth control accepted by science, as well as 
the eugenic practices already referred to, have been disseminated amongst the 
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favored members of the present social and economic order, while such 
scientific information has been kept out of reach of the practice or knowledge 
of our lower classes because of the inadequacy of the law and the neglect of a 
public duty; and 

Wuereas, Regardless of the problem of over-population and the proper 
means of dealing with it, it shall always be a paramount duty of the govern- 
ment to eliminate any danger of degeneration or even any hindrance to 
improvement which might arise as a serious menace to the future of the human 
race, and especially so if such a danger threatens imminently the less privi- 
leged members of society; and 

Wuereas, In advanced countries sterilization of human beings is already 
legal in the case of individuals suffering from hereditary infirmities of idiocy, 
mental defectiveness, etc., including in certain instances incorrigible types; 
and therefore it is advisable to introduce legal sterilization, at least for the 
most typical cases as defined by scientific knowledge, into the régime of the 
State of Veracruz; and 

Wuereas, Sterilization properly administered in the interest of eugenics 
should be considered a measure not only to safeguard the general interest of 
the race but also to benefit the home and the family, and even to safeguard 
the sterilized individuals themselves, who in many instances, especially 
females, incur from the abnormal reproductive function serious pathological 
troubles endangering life; and 

Wuereas, It is desirable to approach the problem of experimental psy- 
chology within the state by means of such statistics and indices as are in 
accordance with scientific methods actually in practice in other countries; and 

Wuereas, The State of Veracruz has developed satisfactorily a policy of 
social control which comprehends a diversified program to deal with prostitu- 
tion, of which official regulation has been abolished; sexual education, which 
is already obligatory within the state; compulsory treatment of venereal 
disease, and other similar eugenic regulations; abolition of saloons, and 
restrictive regulation of alcohol; establishment of health requirements for 
marriage as provided by the new Civil Code; and in general a complete 
sociological program for the betterment of the race; it is fitting and proper 
to extend the scope of these concurrent measures and so initiate a direct 
approach to the problem of birth control within the state, according to the 
essential principles of eugenics and under the inspiration of the higher social 
responsibility ; 

Now therefore in accordance with the foregoing, the following regulations 
are hereby promulgated and ordered. 


EuGENIC AND MENTAL HyGIENE REGULATIONS. 


ARTICLE 1. According to the provisions of Articles 5 and 6 of Law No. 121, 
enacted July, 1932, the Bureau of Eugenics and Mental Hygiene under the 
jurisdiction of the Department of Health of the State of Veracruz shall 
deal with the study and treatment of the subject of eugenics as follows: 
birth control, sterilization in cases where the reproduction of the species is 
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socially undesirable, and, in general to deal with all phases of social control 
affecting the reproduction of the species, and the preservation of the same 
against any causes contributing to its degeneration. 

ArTICLE 2. The Bureau of Eugenics and Mental Hygiene shall organize 
the program of research, and the work required to meet the various problems 
relating to the different aspects of social control mentioned in the foregoing 
article. 

ArTICcLE 3. The Bureau of Eugenics and Mental Hygiene shall establish in 
the state such clinics as it shall consider necessary to provide scientific instruc- 
tion and proper treatment in the matter of birth control and contraception, 
sexual education and hygiene, and related subjects. The service rendered by 
these clinics shall be free of charge. 

ArticLeE 4. Under the control of the Bureau of Eugenics and Mental 
Hygiene, there shall be established, and shall function within the state, such 
dispensaries and clinics as may be necessary to give free service to persons 
suffering from diseases which the Bureau considers to be hereditary, or a 
cause of biological degeneration or mental deficiency in their offspring; the 
medical treatment of such diseases being already compulsory by law. 

ArTICLE 5. Upon direction of the Chief Executive of the State, the Depart- 
ments of Primary and Higher Education shall cooperate in this program. 

ArtIcLe 6. Sterilization shall be practiced within the state subject to the 
following provisions: 


I. The provisions of this article shall apply in every case where the 
subject is suffering from a degree or type of insanity, idiocy, or feeble- 
mindedness which, in the opinion of the Bureau of Eugenics and Mental 
Hygiene, is incurable and transmissible through heredity. 

II. A council of three medical experts either unanimously or by a 
majority vote shall by means of scientific methods diagnose the mental 
incapacity or deficiency of the subject. 

III. The Bureau of Eugenics and Mental Hygiene shall give proper 
consideration to such diagnosis, and after making its own diagnosis, shall 
determine whether or not sterilization should be performed. 

IV. The surgical operation or the technical method through which 
sterilization shall be effected shall only render the subject incapable of 
reproduction, but shall leave unimpaired all other sexual functions. 

V. The technical method through which sterilization is effected shall 
not involve mutilation or a visible anatomical deformation; nor shall it 
carry with it the loss of any psychic or physiological faculties that would 
handicap the subject in the attainment of an education or in the pursuit 
of an economic or social livelihood. 


ArTIcLeE 7. Sterilization can also be performed in accordance with and 
under the regulations provided in the foregoing article where the subject is 
suffering from any hereditary disease which is likewise considered by the 
Bureau of Eugenics and Mental Hygiene as incurable and transmissible. 

ArtTIcLe 8. The Bureau of Eugenics and Mental Hygiene shall alone have 
the power to order and perform such sterilizations as come under the provi- 
sions of the two aforementioned Articles. 
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ARTICLE 9. The sterilization of subjects whose reproduction shall be pro- 
scribed shall be applied in such a manner as to give no ignominious or 
infamous reputation, and by no means and in no case shall sterilization be 
applied as a punishment or social stigma; nor shall such sterilization ever 
involve the loss of any civil or political right on the part of the subject. 

ARTICLE 10. The Bureau of Eugenics and Mental Hygiene shall establish 
the regulations under which sterilization shall be required in cases of criminal 
incorrigibility in order that the reproduction of such subjects may be prevented 
in accordance with scientific knowledge, thereby obviating the continued pro- 
creation of socially maladjusted elements. 

ArTICLE 11. According to Article 4 of the Law No. 121 enacted July 6, 
1932, the Bureau of Eugenics and Mental Hygiene shall establish standards 
to measure the intelligence of adults and children either in relation to their 
chronological age, or shall use such scales and tests as it shall consider suit- 
able for such purposes in the light of accredited scientific experience. 

ARTICLE 12. The Bureau of Eugenics and Mental Hygiene shall give 
needed cooperation and assistance to courts or tribunals and to other public 
institutions or organizations in all cases in which the aforementioned official 
bodies require medical or technical reports on the question of the mental 
capacity or eugenic status of persons. The Bureau of Eugenics and Mental 
Hygiene shall also be invested with the power to carry out any governmental 
or judicial rulings involving the physical or mental conditions of persons 
who are submitted for examination or treatment by the authority of any court 
or governmental officer. 

ARTICLE 13. The treatment and the study of problems relating to birth 
control, scientific, technical and sexual information in line with the principles 
of eugenics, and of all related activities of a scientific character dealing with 
these matters and within the purview of these regulations, shall come under 
the exclusive jurisdiction of the Bureau of Eugenics and Mental Hygiene; and 
no person shall have the right to act in any way with respect to the above- 
mentioned subjects unless he is a physician or a graduate professor of eugenics 
with a diploma recognized and accepted by the Bureau of Eugenics and Mental 
Hygiene. 

ARTICLE 14. The Bureau of Eugenics and Mental Hygiene shall disseminate 
within the state proper scientific information comprehensible and accessible 
to the masses and to the laboring class, in order to promote and to make 
possible the best conditions obtainable for motherhood, and the proper hygienic 
information and care during pregnancy and at the birth of a child. 

ARTICLE 15. The Bureau of Eugenics and Mental Hygiene shall promote 
within the state the creation of private eugenic societies organized by com- 
petent persons who shall deal with the regulation thereof under the direction 
of the Health Department. 

ArTIcLe 16. The Bureau of Eugenics and Mental Hygiene shall maintain 
official relations and promote an exchange of scientific information for the 
purpose of carrying out its work in the best possible way. 

ARTICLE 17. The Health Department shall establish all the executive or 
complementary regulations required to apply these Articles. 
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Art. Transitory—The provisions of this law shall become effective from 
the day of its publication in the Official Gazette of the State.* 


JaLAPA-ENRIQUEZ, November 26, 1932. 
(Signed) <A. TrEyeEpa, 
The Constitutional Governor 


of the State, 
(Signed) Micue. Acuitt6n GuzMAn, 


The Secretary of State. 


* This law was published in the Official Gazette dated December 1, 1932. 
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CONSIDERATIONS FOR EVALUATING THE 
GALVANIC SKIN REFLEX.* 


By CHESTER W. DARROW, Pu. D., 
Behavior Research Fund, Institute for Juvenile Research, Chicago. 


In view of the fact that some writers have been disappointed 
with results thus far obtained with the galvanic skin reflex, it may 
not be amiss to point out at this time reasons why work in the past 
may have failed to have the value which had been expected. The 
alleged evidences of the general “ failure” of the measure may be 
grouped under three heads: (1) negative results, (2) absence of 
correlations high enough to justify use as a standardized “ test,” 
and (3) lack of agreement among the findings of different investi- 
gators. We do not presume to present here all conceivable reasons 
for failure. We do not assume that the following of the prescrip- 
tion contained in this account will, in all cases, insure worth-while 
results. We do feel safe in the emphatic statement that when 
some of the principles here laid down are violated, only one with 
the most pious of hopes should anticipate finding anything but 
inconsistency and failure. 

(1) Negative Results—A negative result obtained under rigid 
experimental control, where extreme caution has been preserved 
in the exact following of accepted experimental procedure, is just 
as valuable scientifically as a positive finding. It is, therefore, the 
obligation of the experimenter, especially when negative results 
are obtained, to show that he did not in any way violate accepted 
procedures. Otherwise, “negative conclusions mean little, and 
may only cause one to question the technic or judgment of the 
experimenter.””’ When we take stock of the relative crudeness, 
physiologically, of even the best experimental methods, we may 
well hesitate to reach sweeping negative conclusions regarding any 
psycho-physiological relationship. The serious investigator will 
pause and ask himself whether he has overlooked any details of 
technic, and whether there are additional contributing factors he 
should take into account. It is the dilettante dabbler who is likely 


* Studies from the Behavior Research Fund, Chicago, Series B., No. rot. 
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to rationalize and project his failures upon the material with which 
he happens to work. 

(2) Correlations Too Low to Justify the Use of the Measure 
as a Standardized Test.—Under this headirg fall a large propor- 
tion of results bearing on psycho-physiological inter-relationships, 
While there are many physiological measures which reliably differ- 
entiate groups with regard to a given psychological characteristic, 
few, if any, will serve as tests of the presence or absence of a trait 
in the individual. Shall we dismiss such findings as unworthy of 
consideration, or shall we regard them as possible clues to under- 
lying principles? When one considers the multiplicity of factors 
which contribute to every psycho-physiological change, it should be 
encouraging, rather than the contrary, that there are measures 
showing reliable relationships, even though we cannot use them as 
tests. Such findings should be challenges rather than sources of 
discouragement. 

Furthermore, “test ’’ procedures which do not correlate highly 
with any given psychological or psychiatric condition may, never- 
theless, be of great value in understanding the individual case. 
For example, basal metabolism, blood pressure, urinalysis, spinal 
punctures, or blood examinations may not, by themselves, reliably 
differentiate the psychoses; yet few would belittle the assistance 
of such data in arriving at a diagnosis. In like manner, some of 
the electrical measures of reactivity which have not thus far been 
shown to have test reliability, may be of value in revealing traits 
such as the following: * Does the patient react excessively to minor 
environmental stimuli? Does he show summation or adaptation 
effects to repeated sensory stimuli? Is his recovery slow or rapid? 
Does he have abundant physiological reserve, or is he near the 
physiological limit of reactivity? Does he show normal or sub- 
normal tendency toward conditioning? Does he show excessive 
or subnormal tendency toward extinction of the conditioned re- 
sponse? Does he show a tendency for the effects of conditioning 
to spread and become generalized with respect to stimuli not 
specifically conditioned? Does he show normal, excessive, or sub- 
normal reactions to particular questions propounded by the psychia- 


1A study attempting a preliminary evaluation of many of these reaction 
tendencies is offered by Darrow and Heath, Reaction Tendencies Relating 
to Personality, in Studies in the Dynamics of Behavior, University of Chicago 
Press, 1932. 
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trist? In the latter case, does an accompanying blood pressure, 
pulse, or other physiological record give corresponding evidence 
of affect; or does there appear in certain conditions a reduction 
of the galvanic response suggestive of an inhibition (?) having 
central origin? Are there marked evidences of asymmetry in the 
reactions of the right and left sides? 

We should point out here that in interpreting the galvanic reac- 
tions investigators have not generally taken into account the fact 
that activity of the sweat mechanisms of the skin, with which the 
galvanic changes are highly correlated,” is characterized by a limited 
range of reactivity. This is the physiologically to-be-expected thing, 
and it accounts for many apparently conflicting results. It is easily 
demonstrated that there is a threshold of bodily excitation below 
which stimuli may produce little or no galvanic response in a given 
skin area; that with increased excitation, physiological reactivity 
in an area may reach its maximum; and that with further excita- 
tion, the galvanic and sweat gland activity may approach a physio- 
logical limit beyond which it will not further give separate responses 
to different stimuli. 

Perhaps one of the chief reasons that the limited range of 
galvanic reactivity has been overlooked is the fact that much of 
the data that have been obtained represent the summation of effects 
in two areas. Often the records are from the backs and the palms 
of the hands, or two fingers, each of which presents palmar and 
dorsal surfaces. The summation of effects from areas having two 
very different ranges of reactivity would largely obscure the range 
and reaction-form of either. It is easily demonstrated by records 
of simultaneous changes in different areas* that in the normal 
subject the palm first becomes reactive while the back resistance 
is unchanged; that as stimulation is increased the palm may ap- 
proach a minimum of resistance and a physiological limit of 
reactivity, while the back shows increasing reaction; that the back 
may become exceedingly reactive after the palm has ceased ap- 
preciably to respond; and that ultimately the back, too, may 
approach its physiological limit. It is obvious, therefore, that the 
relative value of palm and back resistance levels may give clues 


2For experimental demonstration of the relationship to sweat secretion, 
see Leva, 1913; Waller, 1919; and Darrow, 1927, 1931, 1932. 
3 Darrow, 1932(6). 
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as to the degree of general excitation which is present at any given 
time,* and help us to interpret such reactions as are observed. 

Another clue to the position of the individual in his total range 
of reactivity is the fact that at high resistance (low excitation) of 
a given skin area, the recovery ® after reaction tends to be slow 
or entirely lacking, and that as the resistance drops toward its 
lower limits, the immediate recovery more and more nearly ap- 
proximates the magnitude and steepness of the immediately pre- 
ceding reaction.® The phenomenon of recovery may here be likened 
to the recoil of a spring. When a spring is under little or no 
tension, an additional displacement of it will be followed by rela- 
tively slow recovery. On the other hand, if the spring is already 
under considerable tension, any additional displacement will be 
followed by quick return. The rate of recovery, in other words, 
tells us something concerning the tension of the spring. The shape 
of the recovery curve gives promise of being one of the most 
valuable indicators of the degree of excitation relative to the 
possible range which prevails in a given area. 

Still another indicator of approach to the physiological limit 
is the fact that under this condition the galvanic skin reflex curve 
is often characterized not only by relatively smaller responses to 
the applied stimuli, but by greater and greater irregularity and 
frequency of small “spontaneous” or “ continuous” curves, ap- 
parently unrelated to any particular stimulus, as if there were a 
sort of “fibrillation” or “clonic” activity of the over-excited 
mechanism. 

With such bases for interpreting pathological reactions, we may 
be saved, on the one hand, from the conclusion that certain persons 
are only superficially emotional, or are feigning, because they 
manifest overt signs of distress while giving only small galvanic 
responses. And on the other hand, we need not necessarily leap 
to the conclusion that when diminished galvanic reaction accom- 
panies clear evidence of emotion, we have proof that the electrical 
skin reactions are useless as indicators of reactivity. We may only 
conclude that we need to take into consideration other available 
aspects of the galvanic changes. 


4 Richter, 1928 (1), 1929 (2), 1929 (3). 

5 When resistance is measured by an external current appreciably greater 
than currents of endosomatic origin. 

6 Darrow, 1931 (4), 1932 (5). 
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(3) Lack of Agreement Among the Findings of Different In- 
vestigators——When reference is made to the literature for the 
purpose of pointing to agreement or disagreement with one’s own 
results, one may, for obvious reasons, not care to go into the 
detailed analysis necessary to show why another investigator’s 
work did or did not give similar data. On the other hand, any 
serious attempt at evaluation of results must look for reasons for 
divergence, and not assume that divergence in results is prima 
facie evidence of the general worthlessness of an experimental 
procedure. 

In the first place, in the evaluation of others’ work, we should 
not expect dragnet methods of summarizing to bring out anything 
of great significance. The studies of different workers must be 
classified according to the technics they employed. Some of the 
more important considerations are the following: (a) Are the 
curves primarily records of potential, or of apparent resistance? 
(b) If of resistance, did the investigator control and keep the 
current through the subject constant, and were the currents used 
by the different investigators of comparable magnitude? (c) Are 
his records from a single skin area, or the summation of changes 
in two similar or two different areas? (d) If his measurements 
are of potential, did the experimenter control or take into account 
the cancelling effect of equal potentials from opposite electrodes ? 
(e) Did the experimenter control the effects on the sensitivity of 
his apparatus attributable to differences in resistance level? (f) 
Did the experimenter allow for the effects of bodily movement and 
temperature upon the secretory mechanisms? (g) Did the experi- 
menter take into consideration (by percentages or some other 
method) the fact that reactivity is a function of the resistance 
level? (h) Did the experimenter take adequate account of the 
fact, already somewhat elaborated, that the galvanic reaction in 
a given skin area occurs within only a limited range of excitation, 
and that beyond a certain physiological limit of stimulation an area 
may cease to react further? These are but a few of the technical 
considerations which the reviewer must carefully consider in his 
evaluation. 

Then he must weigh and classify the psychological aspects of 
the experimental situation. We cannot group together for rigid 
evaluation galvanic reactions under different conditions any more 
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than we can accept scientifically the doctrine that “ pigs is pigs.” 
The results must be divided according as the experimenter is study- 
ing (a) after-effects of anticipating the experiment ; (b) the effects 
of complex-arousing ideational items of a general character; (c) 
complex-arousing ideas relating to the patient’s specific difficulties ; 
(d) indifferent ideas; (e) effects of anticipation after warning; 
(f) effects of sensory stimuli, strong or weak; (g) effects of 
repetition of stimuli on summation or adaptation; (h) effects of 
conditioning ; (i) effects of repeating conditioned stimuli upon the 
extinction of conditioned responses; (j) the effects of rest after 
stimulation. These are but a few of the experimental conditions 
which, as previously indicated, have been shown to produce reac- 
tions suggesting quite different psychological or psychiatric inter- 
pretations. The fact that there are only a few investigators who 
make any attempt to classify the reactions according to the stimu- 
lating conditions should not lead us to overlook the necessity for 
such a classification if we are to differentiate the psychoses.’ Landis 
(1932) has shown that the mere magnitude of unclassified reac- 
tions is not sufficient. 

And finally, there must be an adequate analysis of the criteria 
of the psychological or psychiatric conditions with which the ex- 
perimenter correlates his results. When we are dealing with 
patients, we should know not merely the general psychiatric classi- 
fications, but the conditions prevailing at the time of the examina- 
tion. For example, if an individual was classed as manic-depressive, 
was he at the time of the examination manic, depressed, or neither, 
or merely a “ normal ”’ individual having certain manic-depressive 
tendencies? Was his attack mild or severe? Was it transitory or 
of long duration? To put it conservatively, such things may make 
a difference. On these points there are considerable data available 
in the works of different authors, although generally the investi- 
gators have not considered the data of sufficient importance to 
incorporate in their general conclusions. Often we have to depend 
on such information as is available in their case summaries. We 
shall present the material after certain general considerations. 


7 Differences between effects of sensory and ideational stimuli are referred 
to by Ricksher and Jung, 1907-8; Gregor and Gorn, 1913; Abbot and Wells, 
1919; Prideaux, 1920; and Darrow, 1929 (3). That the stimulus words pro- 
ducing reactions are different in the various psychoses is shown by Syz and 
Kinder, 1931. See also study by Darrow and Solomon. 
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The first and most general principle of clinical significance which 
may be laid down is that a high galvanic reactivity seems to be 
characteristic of good physical health. W. S. Brown (1925-26) 
showed a positive relation between the size of deflection and the 
“soundness of constitution.’ Cattell (1928), likewise, has signi- 
fied a relation to good physical condition. Darrow and Heath 
(1932) also found evidence of such a tendency in “ normal” uni- 
versity students.* That there is such evidence is probably attribut- 
able, on the one hand, to the fact that subnormal physical states 
and febrile conditons are generally attended by a subnormal secre- 
tion of sweat. Moog (1927) offers evidence of relation between 
vitality and moisture secretion. On the other hand, an extreme 
hyperhidrosis which presents pathology in the opposite extreme, 
is likewise generally accompanied by subnormal galvanic reactivity. 
This is probably accounted for by the fact of central or peripheral 
exhaustion, and by the fact that in this condition the sweat gland 
activity has reached its extreme physiological limit. 

Related to the tendency for subnormal physical conditions to be 
attended by subnormal galvanic reflex activity, is the fact that the 
majority of the pathological mental conditions are characterized 
by subnormal electrical reactions. Prideaux (1920), after review- 
ing the literature, makes the generalization that most of the mental 
disorders have subnormal galvanic responses, the dements having 
the least, conversion hysterics having slightly greater, the anxiety 
hysterics having still greater, and normal individuals having the 
most reactivity. He thinks also that these different groups may be 
differently affected by sensory and ideational stimuli. Odegaard 
(1930) more recently observes from his own research that there 
is the least reactivity in the organic and schizophrenic psychoses, 
while the “neurotic” subjects and the “constitutionally sub- 
normal’ show more, and normals the largest effects. According 
to Westburgh (1929), various mental conditions give galvanic 
responses in the order of increasing magnitude as follows: paretics, 
catatonics, non-catatonic dementia przecox patients, manic-depres- 
sives, and normal persons. Apparently the relative order of increase 


8 Darrow and Solomon (1934?) have recently shown a similar relation 
between galvanic reactivity and physical factors such as the “ state of nutri- 
tion” in psychopathic cases. 
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from zero to normal reactivity is not entirely uniform in different 
investigations, and in the normal, Darrow and Heath (1932) have 
shown a variation in response which bears a relation to certain 
psychopathological tendencies. One gets the impression that the 
reduction in general galvanic reactivity in various mental conditions 
is more closely related to the severity of the attack than to quali- 
tative differentiation or designations. The relation of general 
galvanic reactivity to the clinical progress of the cases as reported 
by different investigators is summarized in Table 1. 

And finally, it may seem superfluous to observe that the tradi- 
tional psychiatric classifications are probably of but limited value 
for this sort of study, and when used at all, should be handled 
with reservation and extreme caution. Especially is this true in 
the prevailing absence of general standardized psychiatric methods 
of rating, with the result that the clinical classifications from 
different institutions (for example, from Salpétriére, Leipzig, or 
Zurich) by different clinicians having different training do not 
always have the same meanings. 

It must be kept in mind, also, that these psychiatric groupings 
are obviously impressions based largely upon similarities in overt 
behavior which may be observed without recourse to refined ex- 
perimental measurement. Certainly these should not be the only 
criteria with which we relate our data. If the use of refined physio- 
logical technics is merely for the purpose of confirming that which 
may be observed by the naked eye and ear, surely there is little 
reason for workers to devote their time and other people’s money 
to the pursuit. If, on the other hand, refined physiological measure- 
ments are for the purpose of noting generally unobserved physio- 
logical tendencies which may be related to behavior or to the mental 
mechanisms which are assumed to govern that behavior, then the 
galvanic skin reflex, as well as other recordable bodily reactions, 
has, we believe, a unique significance. Lending themselves as they 


do to both physiological and psychological interpretations, such re- 
actions represent in a very real sense the ground where physiology 
and psychology or psychiatry overlap. The proper use of such 
measures may carry us far toward an understanding of the relation 
of the physical to the mental aspects of human reactions and defi- 
nitely further the understanding of individual behavior. 
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FIRST AID TO THE NEWLY ARRIVING PATIENT IN 
THE PUBLIC HOSPITAL FOR MENTAL 
DISEASES.* 


By RICHARD DEWEY, M.D., La CaNapa, Catir. 


Attention is here invited to the individual patient at the time 
when he first enters the hospital where all is new and strange and 
he is only one among hundreds or even thousands already there; 
yet to his own thought he is naturally a highly important person, 
as every one of us naturally is to himself. 

An effort is here made to grasp the impressions made upon the 
eye and heart of the patient on beholding the great state hospital : 
finding himself an inmate under a control not of his own choosing. 
In speaking of the patient’s coming to the hospital I have in mind 
the general average of quiet patients, more or less approachable— 
not the few in extremes of agitation or depression. 

In portraying this situation I wish first to recognize the fact 
that great care is always taken in our hospitals to see that patients 
on arrival are well and politely received and the rules for their 
reception carefully observed. It is true that many hospitals have 
little or nothing to learn in giving well-nigh perfect attention to 
the patient on arrival. The receiving wards and departments, the 
new diagnostic buildings and equipment and the practice of having 
lewcomers rest in bed, leave little to be desired in the way of 
professional care and duty. It is to the patient’s personal relation 
that I venture to address my thought—putting myself so to speak 
in the patient’s place. 

The coming of the patient is often an ordeal to him—the culmina- 
tion of a painful past. But his arrival, as far as the hospital is con- 
cerned, is “ all in the day’s work.” The great establishment revolves 


*In his eighty-eighth year Dr. Dewey wrote what proved to be his last 
message to his colleagues, and which we are privileged to print herewith. 
Such was the spirit of the oldest member of the Association that he had held 
to the hope that he might come from his home in California to the annual 
meeting in Boston:to present in person his communication and greet again 
his friends. Almost at the last moment an anginal attack prevented. A few 
weeks later occurred another attack, and on August fourth Dr. Dewey 
died.—Ep1Tor. 
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daily upon its axis. The medical staff (generally far smaller than 
the work needs) are engrossed in their duties. The patient very 
often comes unwillingly. The patient’s first impressions are apt 
to be lasting. If they are favorable, so much the better. If the 
patient’s arrival cannot be made pleasant, it is well to make it less 
painful. Perhaps some will say it does not matter about the first 
impressions or about the opinion of the patient. I would not agree 
with this view. In my opinion a favorable impression, if attainable, 
will conduce toward giving the right start on the road to recovery ; 
and on the other hand an antagonistic feeling will hinder progress. 

Innumerable are the states of mind we have to encounter : manic, 
schizophrenic, paretic, extra- or introverted, antagonistic and inac- 
cessible; yet, whatever the state of mind may be, there are few 
patients upon whom a friendly approach on their arrival will be 
wholly lost. 

Such as the patient is, he is taken in charge, perhaps not himself 
fully comprehending the reason. His liberty is gone (a fact sure 
to impress him). His privacy is now invaded. He is subject to 
inspection and a thorough physical examination. His private purse; 
all his belongings are taken and deposited to his credit. He is given 
baths, food, clothing and medicines. He may not know why. Here 
a kindly explanation of what is to be done, in advance of the doing, 
might help in many instances. It is perhaps not always thought 
of : the reasons for what is done are good. To us of the hospital 
it is a matter of course. It is otherwise to the patient, and a brief 
but simple setting-forth of the nature and objects of treatment 
would often be helpful to him or her. Patients are found often 
interested and cooperative and pleased with the attention given who 
were previously unresponsive. 

It is quite d propos here to cite an example of an eclaircissement 
from another and a different world: namely, concerning a plan 
adopted in recent years by some of our great institutions of learning. 
Some of the great universities have introduced a method for en- 
abling the hundreds of newly arriving freshmen to gain some idea 
of the far-famed institution they have entered, by inducing mem- 
bers of the faculty and upper classes to go among the newcomers 
and make their acquaintance and “show them the ropes,” so to 
speak ; thus helping them the better to orient themselves. You may 
think this comparison does not hold good but certainly the impaired 
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intellect in such a case will need assistance as much or more than 
the alert and normal mind of the college man. 

I would venture to inquire whether a method could be devised 
whereby the reception of the patient could be rendered, if not 
agreeable, at least not without some appeal, making him or her 
seem to be a person instead of a case. In some instances the pro- 
ceedings could almost be likened to the arrival of a guest at a hotel, 
and thus an element of personal interest and good will introduced. 
Many persons come to the hospital who are as much alive to kind- 
ness and courtesy as any normal person. This is not so exceptional 
as one not familiar with the situation would suppose. In any event 
kindness and courtesy are never out of place. Under such circum- 
stances a considerable number of the patients would acquiesce and 
enter upon the compulsory stay in the hospital with less of the 
opposition that we so commonly meet. 

An experienced psychiatrist possessing a kindly soul and a genial 
manner would find few recalcitrant patients, his interest in the 
patient would be reciprocated, difficulties would be smoothed. A 
good humored attitude is hard to resist, a little refreshment, liquid 
or solid ; even a cigarette ; a little compliment would be well received 
and easy to give. If the doctor or nurse or attendant can laugh with 
the patient there is no harm in that, it might do good. Laughing at 
the patient is a very different matter. I have known this to be 
done, not unkindly but thoughtlessly ; but poking fun at the patient 
is likely to wound. It belongs in the same objectionable category as 
“hazing” a freshman, and that is sometimes disastrous. 

A paramount importance attaches to the role of the doctor who 
first initiates the patient into the new environment. It is desirable 
for the patient to see the receiving doctor as soon as possible. To 
be told that the doctor is “ busy ” or will see him “ tomorrow ” will 
seem to the patient a pretext. If the patient can learn from the 
member of the staff receiving him, the steps he is to take and can 
be made acquainted with prospective associates and surroundings, 
it would be much for his advantage. He would feel he has one in 
authority as a friend who knows and controls his treatment and 
this would promote his peace of mind. The question whether a 
patient grows worse or better ; regains health or becomes a chronic 
invalid ; may at times be determined by the manner and circum- 
stances of his or her first reception at the hospital. 


i 


| 

| 
n 

y 
e 
e 
f 
J 
l 


' 


PRESENT TRENDS IN AMERICAN PSYCHIATRIC 
RESEARCH.* 


By J. C. WHITEHORN AND GREGORY ZILBOORG.+ 


It is generally recognized that psychiatry is in great need of 
scientific research. Many are urging it, others agree to it, none 
deny its importance. However, there is no unanimity of opinion 
as to what to search for, nor when and where and how. Thus, 
one may observe one group of investigators spending a great deal 
of painstaking and expensive labor in the search for specific causes 
of a mental disease, called schizophrenia, while others would deny 
its existence, as a disease, and yet others may be heard proclaiming 
with greater or lesser caution the discovery of its cure. 

We do not believe that this Association would wish their research 
committee even to attempt to control or direct various investiga- 
tions; but we do believe that they would wish us to encourage 
research efforts and help in whatever way might be found profitable 
to facilitate the interchange of thought among research workers. 
It is bearing this in mind that we set down what follows, for your 
consideration. 

Judging by the research work published during the past decade 
in the AMERICAN JOURNAL OF PsycHIATRY, the Archives of 
Neurology and Psychiatry and the Journal of Nervous and Mental 
Disease, some distinct trends may be observed. The papers can 
be roughly divided into five groups: (1) Clinical studies; (2) 
studies more specifically psychological; (3) physiological studies 
(including a few on anatomical subjects) ; (4) studies of the re- 
lations of psychiatry to general medicine, sociology, economics, 
law, etc.; and (5) a miscellaneous group. 

The psychological studies rose from a total of 817 pages pub- 
lished in the years 1921-1925 to a total of 1923 pages in the years 
1926-1930 thus surpassing in volume the traditional clinical papers 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. 

+ Prepared by the authors for the Committee on Research composed of 
Drs. Barrett, Mella, Farr, Zilboorg and Whitehorn. 
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which had declined slightly (1622-1492). The physiological studies 
too showed a marked increase, the corresponding figures being 
247 and 404. The other groups show a slight decrease. In addi- 
tion to the increase in the psychological and physiological aspects 
of psychiatry, there has been a definite and ever growing tendency 
towards a more intensive study of the individual and a somewhat 
decreasing regard for purely diagnostic problems. 

A definite increase in facilities for psychiatric research, both 
within older institutions and in newly organized agencies, is to be 
noted. Complete data regarding these increased facilities are still 
lacking. It would be one of the valuable functions of a research 
committee to compile such data and keep them up to date; such 
data should also include a detailed record of research projects 
which various investigators happen to work on. Some information 
along these lines is being gathered by the National Committee on 
Mental Hygiene, and a survey of psychiatric investigation is under 
way sponsored by the National Research Council. We must bear 
in mind, however, that the former is rather distant from strictly 
clinical psychiatric work, while the latter has primarily an academic 
rather than a clinical relationship to psychopathology. No research 
work in our field is quite satisfactory without a fairly constant 
contact with clinical material. It is true, for instance, that extra- 
mural agencies, which were designed primarily for the application 
of psychiatric knowledge to pressing social problems, offer possi- 
bilities for research. One wonders, however, whether their princi- 
pal research value has not been that of burning into the mind of 
the psychiatrist a realization of the need for more psychiatric 
clinical knowledge and of turning attention back again to the 
mental hospitals for more psychiatric research. 

Yet, even within the somewhat simplified conditions of institu- 
tional life an enormous and baffling range of interdependent 
phenomena is ever present. The most troublesome difficulties which 
one meets with are the problems of “ adequate control” and of 
“ division of labor.” It is well nigh impossible for us to achieve 
that kind of experimental control which the physicist or the chemist 
employ in their laboratories. In purely physiological work it is 
still possible to accentuate one circumstance so that other collateral 
circumstances become relatively less significant. The test for blood 
sugar tolerance represents one of the simpler experiments of this 
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type: limited functional capacity is exposed by means of a heavy 
load; but even such a test requires for its strictly physiological 
evaluation a knowledge of the patient’s recent diet and motor 
activities. If and when one attempts (as every psychiatric in- 
vestigator should) to correlate physiological with psychological 
phenomena the difficulties of control accumulate quite rapidly. For 
efforts to standardize environmental situations are usually based 
on fallacious premises, because each patient brings into the en- 
vironment which is offered him a variety of inner conditions and 
attitudes and he selects even from a “ standardized ” environment 
a variety of features of a highly individualized meaning. One 
cannot exclude from any patient those variable factors which arise 
from his native constitution and from the history of his childhood 
and infancy, 7. e., the external and internal factors which in their 
variable combinations determine the various explicit and implicit 
meanings of apparently trivial circumstances. A simple venepunc- 
ture can be many things to different patients. At one time it may 
be a trial of strength, an occasion for utmost belligerence; at 
another it may represent the ecstatic fulfillment of an erotic 
phantasy or of a self-punishment trend against which one struggles 
on some occasions and which one readily accepts on others. Even 
such a trivial circumstance as the color of the physician’s hair may 
introduce a number of new variables and if he happens to have 
no hair, this circumstance may have for the patient a highly special- 
ized meaning which will affect not only the technical side of the 
venepuncture, but the chemical data derived later from the test 
tube. It is, therefore, quite apparent that the very nature of 
psychiatric phenomena requires clinical investigation ; i. e., what- 
ever the special technique by which a psychiatric problem is studied, 
the personal problems of the individual patient may not be over- 
looked. 

It is not wise to be very dogmatic in discussing these matters. 
No one can surely forecast what failure or success may reward 
the most narrow visioned study. Physicians need not be reminded 
that narrowness is as definitely a virtue in a probe, as breadth 
is in a retractor. Both virtues have their appropriate functions. 
It seems proper, however, in psychiatric studies, where conclusions 
bear so directly upon the conduct of human life, to emphasize that 
the narrow specialization required for technological competence 
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should be supplemented, in every investigation, by systematic con- 
sideration of the personal meanings experienced by the individual 
patient. 

One may mention in this connection that a certain tradition in 
psychiatric work also impairs the scientific clarity of our research. 
In chemistry, biology and in medical science we always use parallel 
observations, called ‘‘ controls ” and these provide a basis for com- 
parison as well as a check on the purity of the experiment. Psy- 
chiatric research workers, even those of the highest type, frequently 
fail to follow this laudable method of “ normal controls.” The 
studies of body-build made by Kretschmer and many others could 
serve as giving point to our contention. The observations of 
Kretschmer and his followers are sometimes rather loosely taken 
to mean that a given body-build designates a predisposition to 
a given mental illness. Only a study of an adequate number of 
normal controls would justify us fully in this conclusion ; without 
such a study we are bound to remain in the realm of impression- 
istic psychiatry. It is quite apparent that such comparative work 
with so-called normal controls is of utmost importance and re- 
quires incidentally a more or less definite nosological system without 
which proper comparisons are impossible. Needless to say, that 
for the time being, particularly in the face of increasing looseness 
of our diagnostic criteria, an adherence to some definite diagnostic 
system is absolutely necessary. We need not face the diversified 
phenomenology of our material with quite the same degree of 
confusion as did earlier generations. We cannot help, however, 
but grow increasingly aware of the fact that it is at present a 
mooted question, in what sense we should view certain of the 
diagnostic groupings which are offered us. We are not yet certain 
whether we should view them as disease processes, or as consti- 
tutional personality types or as reaction types determined by en- 
vironmental conditions. We can see possibilities for significant 
advances, by means of careful clinical study in the field of diagnosis 
and classification, but it would be quite undesirable to cast aside 
in advance the older factual contributions of Kraepelin and his 
school. 

We referred above to the problem of division of labor. This 
problem is a more difficult one than is at first apparent. To the 
American ear, tuned to respond enthusiastically to talk about co- 
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operative organizations, it sounds quite attractive to hear of plans 
to bring together psychologists, physiologists, biochemists, an- 
thropologists, physicists, bacteriologists, etc., and organize them 
for the study of psychiatric problems. We may derive encourage- 
ment from the knowledge that more and more persons of rigorous 
scientific training are being brought to study psychiatric problems, 
but we cannot overlook the limited understanding with which some 
lay scientists undertake to settle psychiatric questions out of hand. 
It is a psychiatric problem in itself to find a scientifically trained 
worker and broaden his field of vision to include psychiatric in- 
sight. So much of what the psychiatrist tries to say sounds to 
him intolerably loose and indefinite. It is so much easier to allow 
a research project to be determined in its outline and in its details 
by considerations of technical convenience and a near-sighted ob- 
jectivity. Too often psychiatrists themselves fail to carry out their 
own responsibilities for the direct scientific study of patients’ lives. 
Too often do we hear psychiatrists plead lack of laboratory facili- 
ties as an excuse for neglect of research. Too often, also, the 
possession of laboratory facilities and the activity of laboratory 
workers provide excuses for psychiatrists to dodge their own proper 
research work. 

Quantitation is the key word over the entrance to the laboratory, 
and some of us who are engaged in laboratory studies have suffi- 
cient quantitative fanaticism to spend arduous months or years in 
the effort to whittle down a ten per cent error. Perhaps the 
psychiatrist feels somewhat abashed by the humiliation of his non- 
quantitative conceptions. Occasionally one may be seduced into 
pseudo-quantitative pretenses, such as measuring the hallucinatory 
experience by counting the number of hallucinations. But scientific 
method is not absolutely limited to measurable items, important 
as that feature is. Qualitative orientation must precede quantitative 
measurement in the early stages of all lines of scientific study. 
We who are chemists honor Lavoisier for the introduction of the 
quantitative gravimetric principle ; but we honor also Robert Boyle, 
whose most influential book, “‘ The Sceptical Chymist ” is almost 
devoid of numerical data. His pages wind on and on through 
abstruse Socratic dialogues concerning the criteria for defining the 
concept of chemical elements. Psychiatry now needs much quali- 
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tative development, and psychiatrists need not feel “ unscientific ” 
when engaged in non-quantitative studies. 

The various aspects of our psychiatric work suggest a number 
of practical problems to be solved or at least clearly formulated 
and we make bold to outline some of them. 

The body of psychological knowledge now implicitly in the 
possession of the experienced psychiatrist, and its practical appli- 
cation, require a more definite formulation. This is not the kind 
of a job which can be done once and for all by a single person, 
but requires the frank comparison of opinions, and, behind that, 
a courageously creative use of imagination for the development 
of definite concepts. Such a comparative study requires that our 
attention be not focussed on the specifically pathological, but con- 
sider the whole character of the individual’s life. In America this 
point of view is not novel. As a matter of fact it has become to 
some extent a tradition which was inaugurated by the contribution 
of Adolf Meyer. This emphasis of totality, as has been repeatedly 
pointed out, implies a deeper individualization of our therapeutic 
efforts. It is only in the light of personal meanings that we are 
able to evaluate clearly a given life situation and the individual’s 
reaction to it. These considerations, no matter how general the 
terms in which they are couched, lead us directly to the realization 
that the most outstanding need to be felt in our research work is 
the systematization and clear formulation of our therapeutic prob- 
lems and hence a more complete type of study of our clinical 
material. 

Of recent years two fundamentally new trends have become 
crystallized in clinical psychiatry: first, is that under totality we 
understand not only the sum total of obvious factors (external, 
physical, social, physiological, etc.), and their interrelations, but 
also, if not primarily, the deeper unconscious attitudes, assets and 
liabilities. —The emphasis on the consideration of the total person- 
ality would lack its most significant value if the unconscious life 
of the individual were not included. In this connection our studies 
of practical therapeutic efforts must include that field of the indi- 
vidual’s reactions and responses of which he is as a rule not quite 
or not at all aware. It is this feature that we had particularly in 
mind when we used venepuncture as an illustration. 
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The second trend in present day clinical psychiatry is of no less 
importance ; it is expressed in the principle that normal psychology 
became more and more a subject of interest to the psychiatrist. 
As a matter of fact the modern psychiatrist, intending as he does 
to deal with the totality of the individual’s reactions centers his 
attention on these reactions and not on what is specifically patho- 
logical. Adolf Meyer’s constant reminder that a given psycho- 
pathological unit is an experiment of nature serves as a stimulus 
for the increased interest in the psychology of the so-called normal 
individual. The psychobiological concepts of Meyer and the 
psychodynamic concepts of Freud did much to develop psychiatric 
interest in the individual as a functional unit regardless of the given 
mental pathology. This interest in normal psychology is far from 
being an academic interest only, for the comparative study of this 
normal psychology might open new avenues for practical work 
and shed important light on psychiatric problems of vital impor- 
tance. That wealth of intuitive psychological knowledge which the 
old-fashioned general practitioner—the family doctor—had in his 
possession might be now scientifically systematized and studied. 

One might be a little more specific and say that there is much 
unexplored territory lying behind the various “ normal ” reactions 
to the physical illness or infection that serves as a precipitating 
factor in a case of a so-called toxic or infectious psychosis. There 
is much more to an attack of pneumonia, or influenza or typhoid 
fever than just microbes and toxin: there is the interruption of 
the steadying influence of the daily routine; there frequently is a 
drastic shift in the dominating personalities of the household; the 
mother-in-law may be called in; new personalities like doctors and 
consultants call upon a new set of reactions; a pretty nurse may 
induce critical strains in a delicately balanced family adjustment ; 
specters of family responsibilities, of lost prestige and of death 
may haunt the background of one’s conscious yet untold thoughts ; 
memories of Uncle Charlie’s long illness down on the farm and 
what happened to his daughter Helen just after it; and last but 
not least a multitude of unconscious attitudes, reactions, adjust- 
ments, etc. which are not the exclusive privilege of the neurotic 
and the psychotic, may be suddenly released and set into play. 
All these matters call for a more sophisticated insight and skillful 
management than a fever chart or a leucocyte count can suggest. 
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They call for a much more systematic knowledge of human be- 
havior than the medical man possesses and a clearer and more 
detailed formulation of human nature than psychiatrists have yet 
achieved. Yet it is the psychiatrist who is at least nearest prepared 
to deal with these problems, for he is accustomed to observe and 
manage individuals from the standpoint of repetitive patterns of 
reaction and from the standpoint of ideational content or trend. 
In other words it is the psychiatrist’s scientific responsibility to 
undertake the study of the normal and thus build up a firm key- 
stone for the bridge which is to abolish the gap between medicine 
and psychiatry. 

However, this possible achievement is not the only one which 
should invite the attention of the psychiatric research worker: 
we must also bear in mind that it is in this field of so-called normal 
mental reactions that the psychiatrist might find many a clue to 
the riddles which puzzle him in his every-day work with patients. 
We have here particularly in mind the advantages of “ normal 
controls.” Thus for instance, we may know very well the various 
personality traits and life histories of those who develop toxic 
exhaustive psychoses, but the etiological and genetic factors of 
such psychoses will never be evaluated with sufficient scientific 
validity unless we obtain data similar in quality and detail on 
individuals who despite many and severe infections, despite severe 
cachexia or fever, fail to develop a toxic exhaustive psychosis. 
We may have very detailed studies on post-partum depressions or 
schizophrenias, but unless we collect pre-natal and post-partum 
observations of those mothers who fail to develop such psychoses, 
our findings cannot claim the validity of scientific completeness. 
It is clear therefore, that the ever increasing interest in psychiatry 
which we find among educators and medical men would serve only 
a one-sided purpose if the psychiatrist were content merely to 
lend his advice and help to education, medicine and surgery. From 
the standpoint of psychiatry these fields present also a source of 
valuable data which would serve to verify, corroborate or refute 
many of our psychiatric traditions, old and new. 

These considerations of the fields for psychiatric research bring 
us directly to a very important problem—that of proper and syste- 
matic verbal formulation of our psychological knowledge. Ours 
is a period of terminological confusion, which has become particu- 
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larly marked since the popularization of psychoanalytic termi- 
nology. Sometimes plain language, taken over for technical use, 
has been heavily loaded with theoretical implications, and the 
variable degrees of faith in these implications can produce some 
remarkable ambiguities in discussion. In matters of verbal form 
and usage it is a general practice among professional folk to seek 
guidance in academic circles, but academic psychology is also 
divided on important questions into opposing factions, and does 
not speak with a clear voice. To promote mutually helpful dis- 
cussion and to avoid unprofitable quarrels, it would be very valuable 
to develop some generally usable terminology which would facili- 
tate the interchange of reports on phenomenological observations, 
as free as possible of etiological prejudices and partisan fervor. 
This is not easy, for we find ourselves still upon a battlefield, the 
liveliest combats still centering around psychoanalysis. The liveli- 
ness of the combat is a sign of keen interest, but the intensity 
of feeling exceeds the limits of useful scientific discussion. 
Protagonists and antagonists display at times a religious fervor 
in claiming or denouncing the ultimate validity of particular 
hypotheses. 

Consider, for example, that many incidents in the conduct of 
our patients’ lives can be comprehended as details of a rebellion 
against certain cultural standards of a social system. In evaluating 
the personal meanings of such incidents, and in attempting to 
bring the alienated person into tolerable rapport with his fellows, 
it is of obvious importance to gather information regarding his 
earliest culturization, and the role played by those persons most 
significant in establishing his social sentiments as infant and child. 
It is unfortunate when the cool and intelligent study of such im- 
portant matters becomes obscured by heated misunderstandings 
over terms like “ Oedipus complex ”’ and “ the castration threat.” 
It is earnestly to be desired that, in this difficult field, questions 
of absolute truth and universal validity be set aside and attention 
concentrated upon the experimental study of working hypotheses 
and provisional concepts. 

From the point of view of properly organized research, it is 
quite regrettable that at times the laboratory is as divorced from 
the personal life of the patient as the clinician is from the labora- 
tory. Striking and instructive scientific data might, at times, be 
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obtained, if these two avenues of research could find points of 
convergence. If such efforts should develop many false leads, 
that is only a healthy sign of progress, provided the leads are 
of sufficient definiteness so that they could be readily disproved. 
Every well developed science has a large scrap pile of discarded 
hypotheses, and the development of a science depends largely upon 
the willingness and ability of its devotees to frame hypotheses of 
sufficient specificity to be disproved. 
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ON BANCROFT’S THEORY OF ANAESTHESIA, SLEEP 
AND INSANITY. 


By V. E. HENDERSON, M.B., F.R.C. P.(C.), 
Professor of Pharmacology, University of Toronto. 


This article is written at the request of the editor as a critique of 
Bancroft’s theory for these three phenomena. He has applied the 
same physico-chemical reasoning to the three states and employed 
the same type of experiment in all three cases. The errors into 
which he has fallen in his experiments are due to his lack of experi- 
ence aS an experimenter with animals or patients; and he is 
evidently unaware of their variability, even at different times, and 
consequently he overlooks the fact that many more experiments 
must be performed with living organisms than with chemicals to 
produce adequate proof. 

As is well known, a solution of egg white may be optically clear 
and exhibit, even under the ultramicroscope, no particles. The 
protein is said to be in colloidal solution. Yet if treated with 
chemicals or heat, particles will appear, flocculation; a change 
in and gathering together of protein molecules occurs: the particles 
further coalesce, agglomerate and precipitate. If the change in the 
proteins is irreversible the process is now properly termed coagu- 
lation. The type of chemical change occurring in the protein 
throughout the process may be the same or may differ, depending 
on the coagulating agent used. If merely certain salts are the 
flocculating agent, removal of the salt by osmosis will reverse the 
process and the particles will disappear. This is known as peptiza- 
tion, a word derived from the rather inexact analogy of peptic 
digestion. 

Bancroft uses the terms coagulation, flocculation, and in a later 
paper agglomeration, without distinguishing between their some- 
what differing connotations, and he further uses these words to 
connote the early stage of such a change, even before visible evi- 
dences of coagulation or flocculation appear. Such changes pro- 
duced within a cell would naturally interfere with its functions, 
and, he assumes, produce anzesthesia or sleep. The cell, to maintain 
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its normal reactivity must, Bancroft claims, be in equilibrium be- 
tween the biological forces which tend to produce flocculation or 
peptization. 

All biologists agree that a normal resting cell is exposed to many 
biological forces—chemical, such as the carbon dioxide of the blood 
stream, and physico-chemical, such as the osmotic pressure of the 
plasma. An undue increase in any such force will tend to upset the 
state of unstable equilibrium in which the cell lives. The equilibrium 
is not in reality a steady state, but as long as the cell lives it must 
be continually undergoing chemical change, taking up oxygen and 
giving off carbon dioxide, for example, and with these chemical 
changes doubtless minor physical changes also occur. In spite of 
these minor changes the cell may be regarded as in equilibrium. 
Nor is it necessary to assume, as Bancroft does, that a depression 
of the cell function is due merely to changes in the balance between 
flocculating and peptizing forces; other changes might be, and 
according to many authorities are much more important. Changes 
of any other type were airily dismissed by Bancroft in his survey 
of the theories of anxsthesia, and he considered that his few and 
careless experiments were sufficient to prove that his reasoning 
was correct. 

Bancroft refers in his papers on anesthesia ‘’~? to the experi- 
ments of Freundlich and Rona, and subsequently there appear in 
his papers ideas which might well be based on the analogy of these 
experiments. Freundlich and Rona worked with a colloidal sus- 
pension of iron. If sufficient salt were added, agglomeration of 
the particles, flocculation and precipitation occurred. Less salt with 
a certain concentration of an anesthetic would produce the same 
result. The concentration of an anzsthetic required to flocculate, 
depended on the concentration of salt. Bancroft hence suggests 
that anesthesia might be produced with minute amounts of anes- 
thetic, were the other conditions in the cell optimally favorable. 
Here again Bancroft in reality complicates his theory, as he im- 
plies that on the condition of the nerve cell will depend the con- 
centration of anesthetic required. While there may be some truth 
in this suggestion, anzsthetists, and especially those who have 
worked experimentally, are well aware that the changes in the 
nerve cells that naturally occur or that they can produce experi- 
mentally, do not lead to any very extreme change in the con- 
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centration of the anesthetic required. This is an example showing 
that the simple experiments of the physicochemist cannot be readily 
transferred to the living body. 

An analogous conception appears in the paper on sleep:* “ The 
more irritated these (sensory) nerves are, the higher must be the 
concentration of the agglomerating agent necessary to overbalance 
the effect due to the sensory nerves and thus produce sleep.” The 
phrase “irritated nerves,” is one of Bancroft’s careless and inac- 
curate expressions, due to his unfamiliarity with physiological proc- 
esses and terminology. This carelessness, from which he is also not 
entirely free in his synonymous use of the terms coagulation, ag- 
glomeration and flocculation, makes his reasoning in places almost, 
if not quite, unintelligible to trained medical workers. 

There is a further point that arises from Bancroft’s error that 
all depressant substances, anesthetics, must first produce a direct 
cell stimulation. This is true in certain instances only, and much of 
the so-called excitement in anesthesia is probably due to stimulation 
of sensory endings, e. g., in the nasal mucosa, by the anesthetic it- 
self, or to a release from normal inhibitions. This idea is evident in 
his paper on sleep, when he states, quite without proof, “ while a 
little sodium rhodanate will quiet the nerves and make sleep pos- 
sible, more may start peptizing the proteins of the centers of con- 
sciousness and make sleep more difficult’’* (p. 75). From this 
statement, one would assume that a little rhodanate would produce 
agglomeration ; but if one refers to a previous page of Rancroft’s 
paper, the effect of a little rhodanate is not necessarily upon the 
centers of consciousness, but acts by soothing the nerves like bro- 
mide. This is the reason that if Bancroft takes rhodanate he sleeps 
seven hours instead of four. Now Bancroft, in his paper on anes- 
thesia, reasoned that bromide acted as ‘“‘ sedative,” because it 
caused peptization and therefore upset the function of the cell and 
produced anesthesia. Evidently rhodanate can act in two places in 
the central nervous system according to Bancroft, and with the 
same mode of action produce opposite physiological results. 

In the body, according to Bancroft, there are produced naturally 
agglomerating substances, “ X,” which, acting on certain brain 
cells, produce sleep. These may be counteracted by “ irritated 
nerves,” and by other substances, “ Y,” which have the opposite 
effect ; and drugs also mav upset the balance, unduly agglomerating 
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or peptizing. Consequently the whole mechanism of sleep “ seems 
fairly simple to a person like myself who has no first hand knowl- 
edge of the subject” (Bancroft, p. 76). To those of us who 
know less physicochemistry, but more of the complexity of the 
physiology of the central nervous system, the explanation appears 
as complex and uncertain as any theory of sleep as yet propounded. 
Further, we feel that the truly scientific mind would hesitate to 
adopt the ex cathedra position from which Bancroft wipes out the 
opposition of any views which do not agree with his, as in the 
following passage : 


Hollingworth says that “normal sleep shows so many differences from 
the states of stupor and insensibility induced by anaesthetics, narcotics 
and other drugs, that the resemblance between the two conditions must 
be regarded as superficial.” Hollingworth represents a minority. Most 
physiologists and psychologists consider that sleep due to chloroform, 
morphine, alcohol and other drugs, is identical in principle with ordinary 
sleep, though differing of course in detail. 


One is at a loss to know what is the value of the phrase “ identical 
in principle.” Does he mean that the physiological changes, both 
chemical and physicochemical are the same? He, however, pro- 
ceeds as if it were conclusively proven that they are the same, 
and that sleep and anesthesia are simply due to a change in the 
cell proteins towards the flocculated state. 

Nor, as I have pointed out, is Bancroft unbiased in his quoting 
of authorities, and the following statement is, whether intention- 
ally or not, misleading : 


Various medical men have tried to repeat our experiments on the 
antagonism between ether, sodium amytal or morphine, and sodium rho- 
danate and have obtained results diametrically opposed to ours, the ani- 
mals coming out of the ether, sodium amytal or morphine more slowly 
when given sodium rhodanate. This is just the result the medical men 
should get if they administered too little rhodanate, an error which they 
would be practically certain to make (p. 75). 


The experiments of Bancroft on anesthesia, ridiculous though 
they are to trained animal experimenters, have been repeated by 
Henderson and Lucas ;** Leake; ** Burkholder ;* Guerlac;?° and 
Hirschfelder and Cunningham.'* It is not true that these experi- 
menters found that in all cases the administration of sodium rho- 
danate led to the animals coming out of anzsthesia more slowly, 


| 

} 


1933] V. E. HENDERSON 317 


and in their experiments they gave smaller, equal and larger doses 
of rhodanate, and even used lesser amounts of anesthetic than 
Bancroft, and more of rhodanate. All these observers unanimously 
failed to find any experimental evidence for Bancroft’s hypothesis. 

Cole ® and the Tompkins Medical Society ® and others who have 
attempted to repeat the experiments inspired by Bancroft on 
morphine and alcoholic addiction have also failed to confirm the 
results reported by him. 

Bancroft’s theory, applied to mental disease, postulates that all 
types of psychosis can be divided into two groups, one in which 
the proteins of brain cells are unduly peptized, and the other in 
which they are unduly agglomerated. With only the rough and 
careless picture presented by Bancroft ® and by Lang and Patter- 
son,'® the psychiatrist must decide which cases of insanity (see 
Jelliffe’s ** strictures on the use of this word) are suitable for the 
use of the peptizing reagent sodium rhodanate; and Bancroft’s 
reasoning provides a wide open explanation for failure. The 
physician, for the particular case, has either used too much or too 
little, as pointed out above. Not only so, but his reasoning goes 
to show that certain cases should be best treated with a hypnotic, 
and this was actually employed by Lang and Patterson. Here again, 
the evidence in favor of Bancroft’s theory is far too slender and 
imperfect to convince any trained worker. Yet the assurance and 
position of the proposer have led many physicians to grasp at the 
shadow, with the unfortunate results referred to previously in this 
JouRNAL.® 

In the series of cases studied by Harris and Katz,!! while the 
intravenous use of sodium amytal produced some temporary 
amelioration of the condition of certain patients, given per os no 
such effect was produced. There is no pharmacological reason for 
the discrepancy. These authors found sodium rhodanate entirely 
ineffective, but that it produced toxic manifestations in certain 
cases. Palmer and Paine ** found sodium amytal most effective in 
just those cases, where, according to Bancroft’s presentation, it 
should fail. 

The evidence presented by Bancroft and his co-workers has, 
whenever it has been tested by other observers, been shown to 
be valueless. The claims made on such slender foundation and 
with such inadequate knowledge of physiology, pharmacology and 
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other fundamental sciences, might be ignored were not the author 
so eminent a chemist. But why should a modern chemist who, 
in his first papers employed the usual terminology of modern 
chemistry, “ sodium thiocyanate,’ suddenly fall back upon the al- 
most obsolete word “ sodium rhodanate,” and shift from using the 
expressions coagulate and flocculate, to the word agglomerate, unless 
it was to introduce an air of mystery which is entirely foreign to 
modern scientific workers. 

Further, as I have previously pointed out, Bancroft in supporting 
his theory of anzsthesia, quotes such work as that of Binz on 
morphine, which was proved inaccurate by Ranke in 1877, and the 
fallacious nature of whose experiments had been frequently pointed 
out in the literature, and even in a paper which Bancroft stated 
he had read. Bancroft’s treatment of work which does not agree 
with his is so biased and unfair, that it is hard to be fair to his 
views. The theory applied to sleep and insanity is so lacking in 
clarity and is, in Bancroft’s own presentation, so complicated, so 
full of loopholes, that any opposing facts presented by other workers 
can easily be explained away by his word of authority, as he has 
done with the counter-evidence presented on his theory of anes- 
thesia; and it is evident that he will not be convinced by such 
facts. Yet for thinking medical men, the claims and methods of 
Bancroft have no value, and his persistence lays him open to 
serious criticism. 
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STUDIES OF BLOOD SUGAR CURVES IN MENTAL 
DISORDERS. 


By S. KATZENELBOGEN, M.D., 
AND 
E. FRIEDMAN-BUCHMAN, M.D., 


Henry Phipps Psychiatric Clinic (Department of Internal Medicine), Johns 
Hopkins Hospital. 


It is common knowledge that psychoneurotic and psychotic indi- 
viduals display evidences of dysfunction of the neurovegetative 
system. Marked fluctuations in the pulse rate, flushing and blush- 
ing of the skin, apparently unaccountable rises of body tempera- 
ture, the well-known “entrance fever,’ are manifestations with 
which those who are in contact with patients of a psychiatric 
hospital are well acquainted. The experienced nursing staff in many 
instances feel that they can trace these disorders to obvious emo- 
tional upsets. The physician, in dealing with psychoneurotic pa- 
tients, has, moreover, the opportunity to observe somatic disorders 
which accompany mental reactions but which do not manifest 
themselves externally, disorders which also are referable to the 
malfunction of the neurovegetative system. Thus, in a previous 
study we recorded cases of achylia and of marked hypochlorhydria 
in which the functional origin of the deficient gastric secretion, 
that is, the imbalance of the vegetative nervous system with pre- 
dominance of the sympathetic portion, was proven experimentally. 
Histamine, known to be a vagus excitant, had in these cases a 
striking stimulating effect on the secretion.’ In so far as the afore- 
mentioned somatic disorders express the dysfunction of the vege- 
tative nervous system, that link between “ mental ” and “ physical,” 
they may be regarded as physiological equivalents of mental, or 
to use a more adequate term, psychobiological reactions. The blood 
sugar studies presentd in this paper were carried out on the premise 
that the glycemic modifications following the ingestion of glucose 
also are, like the above mentioned somatic reactions, largely under 
the control of the endocrine-vegetative system; hence, they too 
may be regarded as physiological manifestations of psychobiological 
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reactions. A review of the essential points in our actual knowledge 
of the carbohydrate metabolism with special reference to the endo- 
crine-vegetative system, may, therefore, be helpful in the evalua- 
tion of the blood sugar curves obtained in our patients. 

The topics, which are believed to have a bearing on the subject 
of this study, may be treated under the following three headings: 

First. Is the alimentary hyperglycemia caused by the resorption 
of the ingested glucose, or is it induced by a reflex action, that is, 
through stimulation by glucose of the gastro-intestinal nerve 
endings ? 

Second. The role of the autonomic nervous system and the 
endocrines (mainly the thyroid, suprarenal bodies, liver, pancreas) 
in the regulation of the processes of both glycogenesis and 
glycogenolysis. 

Third. The interrelation between emotional factors, on the one 
hand, and the function of the endocrine-vegetative system, as asso- 
ciated with the carbohydrate metabolism, on the other hand. 

First. The practical importance of this problem is self-evident: 
Should the reflex concept prove to be correct, then the test under 
consideration will lose its specific character. Any substance brought 
in contact with the gastrointestinal wall will presumably serve the 
purpose of glucose. The reflex theory claims that the blood sugar 
rises so fast after the ingestion of glucose that the rise can hardly 
be attributed to absorption. The advocates of this theory, there- 
fore, believe that when sugar reaches the stomach or the intestines 
a reflex action takes place, likely through the sympathetic nerves, 
which mobilizes glycogen stored mainly in the liver (Eisner and 
Forster,? Pollack *). Grunke and Hess * have observed that adrena- 
lin did not induce hyperglycemia in rabbits which were subjected 
to starvation for a certain period of time. In the same conditions 
sugar given by mouth provoked a rise of the blood sugar. This 
discrepancy contradicts the reflex concept, inasmuch as in spite 
of the condition of an apparently important depletion of glycogen 
stored in the liver (because of starvation), as evidenced by the 
ineffectiveness of adrenalin, alimentary hyperglycemia occurred 
nevertheless. The latter was obviously due to the absorbed glucose. 
Furthermore, Ernst and Magassy* have administered dextrose 
and sodium iodide simultaneously. The blood sugar rose within 
a period of from 4 to 12 minutes, and iodine appeared in the 
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saliva in between 4 and 8 minutes after the introduction of these 
substances into the stomach through a stomach tube. Both sub- 
stances were apparently absorbed rapidly. One may thus safely 
concede that the blood sugar tolerance test is a specific test ; that 
the hyperglycemia following the ingestion of glucose is due to its 
absorption ; finally, that glucose cannot be replaced by proteins 
which, in the observation of Rosenberg * have induced hypergly- 
cemia in certain diabetic patients sensitive to proteins. 

Second. The correlations between the thyroid, the chromaffine 
system, the liver and the pancreas with reference to the process 
of regulating the blood sugar level are well known. The thyroid 
and the chromaffine system (the suprarenal bodies and the sympa- 
thetic nerves) cooperate in mobilizing sugar from the liver. The 
pancreas contributes to the storage of sugar mainly in the liver 
under the form of glycogen. Thus, Britton’ has shown that while 
in animals with intact adrenal glands the low blood sugar caused 
by insulin gradually rises to a certain level, in animals placed under 
the same experimental conditions, but deprived of their active 
adrenal medulla the blood sugar does not show any tendency to 
increase. Moreover, Britton, Geiling and Calvery * have studied 
the respective influence of the sympathetic nerves and the supra- 
renal bodies on the carbohydrate metabolism. In inhibiting the 
sympathetic functioning by ergotamine, they found that the animals 
responded to insulin by a lower blood sugar level than the control 
animals. These investigators have furthermore observed that in 
animals without active adrenal glands, the sensitivity to insulin 
was, after the injection of ergotamine, still more pronounced. 
Previous to this work Cannon, McIver and Bliss * had demon- 
strated that both the sympathetic activity and the adrenal secretion 
cooperate in mobilizing sugar from the liver. The role of the 
thyroid in glycoregulation has been abundantly demonstrated by 
both experimental and clinical observations. Bodansky,!° among 
others, has shown that, while insulin causes an accumulation of 
glycogen in the liver, thyroxin produces marked hyperglycemia 
paralleled by depletion of liver glycogen. Burn and Marks ™ have 
observed that thyroidectomy decreases the hyperglycemic reaction 
to adrenalin and increases the hypoglycemic reaction to insulin. 
Joslin and Lahey‘? on one hand, Labbé and Dreyfus on the 
other hand, point out the not infrequent association of diabetes 
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with hyperthyroidism. The latter may be responsible for the 
aggravation of the former. In their study of 75 patients in whom 
diabetes was combined with hyperthyroidism, Joslin and Lahey 
have found that in the majority of cases the thyroid condition 
preceded the diabetes. Surgical intervention on the thyroid has 
generally resulted in an increase of the carbohydrate metabolism; 
carbohydrate tolerance increased subsequently. Popper and Hirsch- 
horn ** have observed pronounced disturbances of the carbohydrate 
metabolism in 21 out of 25 thyrotoxic cases. The remaining four 
cases showed signs of a moderate deviation from the normal. 
Third. The present knowledge of the effect of emotion on 
carbohydrate metabolism, through the intermediary of the endo- 
crine-vegetative system, derives from experimental and clinical 
observations. Boehm and Hoffmann have observed glycosuria 
in-cats which were restrained. Hirsch and Reinback ** have found 
a notable rise of the blood sugar in dogs while they were fastened 
to a table. Cannon, Shohl and Wright ** have carried out their 
experiments on cats in conditions in which such factors as pain, 
lowering of body temperature and restraint were eliminated. Ap- 
parently, the excitement alone, that is, fright, and rage caused 
by a barking dog, was accompanied by glycosuria and inhibition 
of the intestinal contractions, both these disorders pointing to 
stimulation of the sympathetic portion of the autonomic nervous 
system. Emotional glycosuria in human beings is well known. 
Lepine ?* has seen railroad engineers who had glycosuria after a 
shock caused by threatened collision. Again, Cannon ’* provides 
us with bibliographical data and with his own numerous observa- 
tions which he has made on members of the Harvard University 
football squad before and after an exciting contest, and on students 
before and after important scholastic examinations. This material 
presents a spectacular demonstration of the effect of emotion on 
the carbohydrate metabolism; excitement was followed by glyco- 
suria in a great number of cases. Cannon,’® in his experimental 
studies on animals has, moreover, comprehensively brought out 
the causal relationship between emotional upsets on the one hand, 
the stimulation of the sympathetic system, the hyperfunction of 
the suprarenal bodies and disturbance of the carbohydrate metab- 
olism, as evidenced by hyperglycemia and glycosuria, on the other 
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hand. It is in the light of this acquired knowledge of the influence 
of emotion on carbohydrate metabolism that an attempt will be 
made to evaluate the significance of the blood sugar tolerance curves 
obtained in our psychoneurotic and psychotic patients. 


MopE oF EVALUATION OF A SUGAR TOLERANCE CURVE. 


The question of what elements one should estimate in a curve is 
obviously of the utmost importance. Should one consider as criteria 
of normality and abnormality the maximal height of the blood 
sugar rise, or the blood sugar level at the end of a two-hour period 
after the ingestion of glucose, or both? The recent very compre- 
hensive study of McCowan and Quastel *° is based on the concept 
that in mental cases the height of the glycemia at the end of two 
hours after the ingestion of the glucose is the only valid phase to be 
taken into consideration. A blood sugar curve, in which the ali- 
mentary hyperglycemia, irrespective of its maximal rise, falls back 
to the original fasting level within the two-hour period after glu- 
cose was given, is taken as a normal curve. The height of the 
blood sugar at that time would thus be the only test of the carbo- 
hydrate metabolism. These investigators measure the sustained 
hyperglycemia by an hyperglycemic index, so called, (H. I.) which 
they determine as follows: 


Two-hour blood sugar level minus fasting level 
Maximum blood sugar level minus fasting level 


In a normal curve the Index may range from o to zo. In so far as 
the Index gives a quantitative expression of the sugar tolerance 
curve, it may be of real practical value. It has, however, a serious 
defect in neglecting to give due consideration to the peak of the 
alimentary hyperglycemia as such, which usually takes place within 
the Ist hour after the ingestion of glucose. While it is commonly 
known that a hyperglycemia sustained over three hours after the 
administration of glucose is the most conspicuous and most con- 
stant feature of a diabetic curve, it also may be deemed as well 
established that in hyperthyroidism the high climax of the alimen- 
tary glycemia is usually the most conspicuous, if not the sole char- 
acteristic feature.2* In the last mentioned condition the hyper- 
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glycemia may fail to return to the fasting level within the two-hour 
period after glucose was taken, but this is not always the case. 
The inadequacy of the Index when used as the sole criterion may 
be illustrated by the curves (Chart I) obtained in some of our 
patients, curves which in our estimation are distinctly abnormal. 
Thus, notwithstanding the fact that in these cases the maximum 


CHART I 
ABNORMAL CURVES WITH NORMAL INDICES 


250 
200 
150 
100 
y 
1! hd 
a b c 
Highest rise above 
the fasting level 110 90 71 
Hyperglycemic area 1.07| 0.74 0.67 


rises are far above what one usually observes in normal individuals, 
the indices are perfectly normal (zero). This is to be accounted 
for by the fact that the hyperglycemia fell back to nearly the 
fasting level within two hours after glucose was taken. The neces- 
sity of taking into account both the maximum elevation of the 
glycemia and the extension of the curve has led Labbé 2" on one 
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hand, and Thépénier ** on the other hand, to measure the sugar 


tolerance curve by the area of a so-called hyperglycemic triangle, 
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in this manner: Time is marked on the abscissa and glycemia on 
the ordinate ; the fasting blood sugar is taken as origin of the axis 
of the coordinates; the base line extends from the fasting sugar 
point to the end point of the reaction, that is, when the blood 
sugar falls back to the fasting level. In order to have comparable 
measures, One marks each 100 mgm. of sugar per 100 cc. of blood 
and each hour by 1 cm. respectively on the ordinata and the 
abscissa. Without drawing the triangle, the area may be calculated 
according to the following formula: 


eats Duration of the reaction (incm.) x maximal elevation of the glycemia (in cm.) 


2 


In a normal person the hyperglycemia reaction gives an area be- 
tween 0.20 and 0.40 cm’, in diabetes the area lies between 2 and 
7 cm’, and in non-diabetic individuals with an abnormal carbohy- 
drate metabolism (Grave's Disease, liver insufficiency, obesity, etc. ) 
the area is within 0.50 and 1.50 cm’. 


Previous BLoop SUGAR STUDIES IN MENTAL DISEASEs. 


Bowman and Kasanin ** in their study of 148 cases of mental 
diseases found that the fasting blood sugar content was within 
normal limits in the majority of these cases. Furthermore, they 
state that there was no correlation between the height of the fasting 
glycemia and the emotional state of their patients. 

Lorenz,** in estimating the blood sugar curves obtained in his 
patients, considers both the maximal height of the alimentary 
hyperglycemia and its prolongation over a period of 3 hours. 
In the catatonic the curves showed a low sugar tolerance, that is, 
a high hyperglycemia, which subsided at the end of 3 hours. A 
high curve was also observed in the depression of manic-depressive 
psychosis. Patients in the manic phase and some of those diagnosed 
as simple deteriorating dementia precox responded by low glycemic 
reactions. In psychoneurosis the sugar tolerance curve was found 
to be normal. 

Henry *° has obtained high curves in essential depressions and 
in acute phases of dementia pracox, and low curves in states of 
manic excitement. 
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Raphael and Ferguson *° have studied the sugar tolerance curves 
in a case of manic-depressive psychosis in various stages of the 
illness. A decreased sugar tolerance (high curve) was found to 
be associated with depression ; clinical recovery was paralleled by 
a normal glycemic reaction. According to Drury and Farran- 
Ridge,” in melancholia and confusional states, the sugar tolerance 
curves are generally high, and the return of the hyperglycemia 
to a normal level takes place more gradually than in normal per- 
sons. Mann and Scott,”* in their extensive blood sugar studies in 
various types of psychoses have obtained curves showing both 
abnormal peaks and an abnormal duration of the glycemic reactions. 
The latter, that is, the failure of the hyperglycemia to fall back 
to the normal level at the end of two hours, however, was observed 
more frequently than the former. The abnormal sugar tolerance 
was found to exist with most forms of mental disorders and could 
not be associated with any particular clinical form of psychosis. 
McCowan and Quastel,?° as mentioned above, have measured the 
sugar tolerance curves by an hyperglycemic index. The highest 
indices were found in the manic-depressive group. Out of 43 
melancholic patients only 10 gave a normal or a slightly abnormal 
index. In mania (2 cases) and benign stupor (5 cases) low indices 
were found. In the schizophrenic group 14 out of 29 patients 
showed abnormal indices (above 10), but only in two cases was the 
index higher than 50. The main interest of this work lies, how- 
ever, not in the numerical distribution of the abnormal curves 
among the various types of psychoses, but in the attempt of the 
authors to make practical use of the sugar curves in determining 
the prognosis, progress and recovery of patients with manic-de- 
pressive psychosis. Thus, McCowan and Quastel believe that a per- 
sistently low hyperglycemic index in an agitated melancholiac is 
an extremely bad omen. On the other hand, a lowering of an 
originally high index in the course of depression would indicate 
improvement ; and a zero index remaining so on repeated examina- 
tions would be the most reliable criterion of complete recovery. 

From this sketchy survey of the literature one may conclude 
that an abnormal carbohydrate metabolism, as manifested by a high 
and sustained sugar tolerance curve, is to be frequently found in 
psychotic individuals and mainly so in manic-depressive depression. 
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PROCEDURE AND MopeE oF EVALUATION OF THE BLOOD SUGAR 
CurvEs IN Tus StTupy. 


Blood specimens were obtained in the morning from patients 
who had no food since 6 p. m. the previous day. They were then 
given 50 gm. of glucose dissolved in 300 cc. of water flavored with 
lemon juice. The subsequent blood specimens were taken 4 hour, 
1 hour, 2 hours, and 3 hours after glucose was administered. In 
all cases included in this study blood was obtained by vena-punc- 
ture and glucose was estimated by the method of Folin.* In agree- 
ment with other investigations (Labbé,2* Hamman and Hirsch- 
mann,”® Lorenz,** Raphael,?* Gray,®® Marshall we consider a 
rise of more than 55-60 above the normal fasting level, when venous 
blood is used, as an abnormal one, no matter whether or not the 
glycemia reaches the fasting level within two hours after the glu- 
cose administration. We contend that our normal margin is by no 
means a low one. It may rather be considered as being higher 
than one commonly observes in the rank and file of normal persons. 
The curves which we obtained in twelve normal individuals (six 
male and six female) under conditions similar to those in which 
our patients were studied, are illustrative (Chart I1). It may be 
seen, however, that in two out of the twelve cases (16.6 per cent) 
the curves were slightly higher (rises of 62 and 70 above the fasting 
level) than the conceded normal ones. This percentage is consider- 
ably lower than that observed in our patients, as it will be seen 
later. We, therefore, do not believe that the glycemic reactions 
in regard to the height of the curves in the two normal individuals 
reflect upon our normal standard. In one of these two controls 
and in another control case with a normal elevation of the blood 
sugar the glycemic areas are slightly above the normal (A = 0.47, 
0.52). The hyperglycemic indices were found to be normal in the 
twelve controls. 

In reporting the sugar tolerance curves obtained in our patients, 
we shall consider, first, the intensity of the hyperglycemia ; second, 
the extension of the curve (hyperglycemic index); and third, 
both combined (hyperglycemic area). 

Sugar curves representative of each psychotic group of patients 
are reproduced graphically (Charts III, lV, V, VI, and VII). 


* Journal Biol. Chem. 82: 83, 1929. 
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RESULTS. 
MERERGASTIC REACTION TYPE (PSYCHONEUROSIS). 


Thirty-one patients are included in this group. Anxiety neurosis 
was the dominant feature in 6 cases. In 6 cases panic and tension 
state, obsessive ruminative and compulsive reaction came to the 
foreground. Hysterical reactions were noted in g cases. As to the 
somatic condition, hyperthyroidism of a mild degree was noted in 
3 patients. The fasting blood sugar ranged from 69 mgm. per cent 
to 118 mgm. per cent, the extreme figures being represented by one 
case respectively. The blood sugar curves showed, within the first 
hour after the ingestion of glucose, rise beyond the normal limits, 
that is, from 65 to 109 mgm. per cent above the fasting level in 
20 out of the 31 patients (64 per cent). The hyperglycemic index 
was found abnormal (from 15.6 to 97) in 12 out of 29 patients 
(41 per cent) ; the hyperglycemic area showed itself to be abnormal 
(0.54 to 1.27) in 15 out of 24 cases (62.5 per cent). One notices 
that a disturbance of the carbohydrate metabolism, as expressed 
by an abnormal rise of the alimentary glycemia and by both the 
abnormal rise and the sustained hyperglycemia (hyperglycemic 
area) was found in over 60 per cent of our cases. The above men- 
tioned inadequacy of evaluating the sugar tolerance curve exclu- 
sively in terms of the hyperglycemic index makes us accept the last 
percentages of the abnormal rise and of the hyperglycemic area 
as a more valid criterion of the frequency of an abnormal carbo- 
hydrate metabolism. As to the distribution of the sugar curves 
among the several reaction types coming under this category of 
patients, the following may be recorded: Out of the nine patients 
with hysterical features, the curves were normal in four. A moder- 
ate alimentary hyperglycemia was found in 3 (rise from 60 to 
68), and a more pronounced one in two (rises of 83 and 95). Out 
of the 6 cases of anxiety neurosis a high alimentary hyperglycemia 
(95, 100, 110 above the fasting level) was found in three, a 
moderate one in two (rises of 61 and 62), and a normal curve 
(40) in one case. The hyperglycemic indices were abnormal in 
three cases (15, 58, 75). Out of the 6 patients with obsessive- 
ruminative-compulsive reactions and tension state, three had nor- 
mal curves, two moderately abnormal ones (rises of 65 and 73), 
and only one showed a rise of 93 mgm. per cent above the fasting 
level. The hyperglycemic index was found abnormal in two cases. 
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In the remaining 10 cases in which hypochondriacal complaints, 
chronic invalid reactions were predominant, 4 showed normal rises, 
in one of which the hyperglycemic index was 55; in 6 cases the 
peaks of the curves ranged betwen 67 and 109 mgm. per cent above 
the fasting level; in three of them a sustained hyperglycemia was 
also observed (I. H.—97, 55, 33) (Chart III). 


CHART III 
PSYCHONEUROSIS (MERERGASIA) 
250 
200 
b 
100 
Hrs. 2! 3! 
a b c 
Highest rise above 
the fasting level 93 68 110 
Hyperglycemic index 11.0 32.4 O 
Hyperglycemic area 1.09 0.85 | 1.07 


THYMERGASTIC REACTION TYPE ( MANIC-DEPRESSIVE PSYCHOSIS). 


a. Hypothymergasia (Depression).—Fifty cases were studied. 
The fasting blood sugar ranged between 76 and 110 mgm. per cent, 
these extreme figures having been presented by one case respec- 
tively. Out of the fifty patients of this category 37 (74 per cent) 
had abnormal sugar tolerance curves, as evaluated by the climax 
of the hyperglycemia reached within the first hour after the inges- 
tion of glucose, 13 patients (26 per cent) showed rises of the 
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blood sugar not above 50 over the fasting level. It is in this group 
of patients that the alimentary hyperglycemia was throughout gen- 
erally higher than in the other psychotic groups, and that the highest 
peaks were observed, the latter ranging between 63 and 257 above 
the fasting level. The hyperglycemic index expressing the failure 
of the glycemia to return to the fasting level at the end of two 


CHART IV 


DEPRESSION (HYPOTHYMERGASIA) 


250 


200 
c 
a 


Va 


150 


100 


Hrs, 1! 2! 3! 
a b c a 


Highest rise above 
the fasting level | 257 122 97 63 


Hyperglycemic index] 24,9/| 49,3 0 50.2 
Hyperglycemic area 3.47} 1.71 |0.97 0.82 


hours was found abnormal in 27 cases (54 per cent). The hyper- 
glycemic area which takes into account both the highest rise and 
the glycemic level at the end of two hours was shown to be abnormal 
in 38 out of 48 cases (79.2 per cent). Only in three cases were 
hysterical features noted and in these cases the tolerance curves 
were normal. In 6 cases a thyroid condition was recorded in the 
past history ; in three of them thyroidectomy had been performed. 
While these patients were in our clinic mild hyperthyroidism was 
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noted in two of them. It is noteworthy that out of these 6 thyroid 
cases abnormal curves were found in 5—the abnormality being 
indicated by the peaks of the hyperglycemia, the indices and the 
hyperglycemic areas. In three cases of this psychotic group, obesity 
was present ; in one case bromide intoxication ; in another an organic 
cerebral process (thrombosis?) ; and in a third case sinusitis was 


CHART V 
MANIA (HYPERTHYMERGASIA) 
250 
200 
a 
150 
db 
: 
a b c 
Highest rise above 
the fasting level 97 59 65 
Hyperglycemic index 72.2 28.9! 0 
Hyperglycemic area 1.46 0,57 1 0.50 


diagnosed. Admitting that in these last mentioned six cases the 
somatic condition was a contributory factor, the fact stands out 
that in the bulk of cases no organic-structural disorders could be 
discovered. Signs of vasomotor lability with transitory tachycardia, 
hypochondriacal complaints (pains, various bodily sensations, 
fatigue), tremors, agitation, fear, panic, stuporous reactions, ob- 
sessive thinking, unreality feeling, insomnia, erratic, disturbed sleep 
were the prominent features in our patients, features commonly 
known to be present in the type of patients under consideration. 


(Chart IV.) 
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b. Hyperthymergasia (Manic).—Only six cases fell into this 
group. The fasting blood sugar ranged between 83 and 110 mgm. 
per cent. An abnormally high alimentary hyperglycemia was found 
in three (rises of 62, 79, 95 above the fasting level) and a prolonged 
hyperglycemia in two (H. J. 28; 72, 2) and an abnormal hyper- 
glycemic area in four cases (1.18; 0.5; 1.46; 0.57). In one case 


CHART VI 
SCHIZOPHRENIA (PARERGASIA) 


250 


200 


150 b 


100 


Hrs. # 3. 
& b c 
Highest rise pe 120 72 90 
Hyperglycemic index 27.5 |84,8 
Hyperglycemic area 1.71 {1.08 | 0.74 


schizoid features and in another stuporous reactions were noted. 


(Chart V.) 


PARERGASTIC REACTION TYPE (SCHIZOPHRENIA). 


The blood sugar curves were determined in 28 patients. The 
lowest fasting blood sugar was 62 mgm. per cent in one case, and 
the highest was 129 mgm. per cent also in one case. The blood 
sugar tolerance curves, as characterized by the height of the ali- 
mentary hyperglycemia, were found abnormal in 17 out of the 
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28 cases (60.7 per cent). The hyperglycemic indices were ab- 
normal in 15 out of 26 cases (57.7 per cent) and the hyperglycemic 
areas in 16 out of 22 cases (72.7 per cent). As to the distribution 
of the abnormal curves among the different clinical forms of this 
schizophrenic group the following was found: In the 6 cases of 
catatonia, and 3 cases of catatonic stupor, the curves were found 
to be abnormal. Out of 5 cases of paranoid schizophrenia, 4 gave 
abnormal curves. With regard to the somatic condition, hyper- 
thyroidism was found in 3 cases and obesity in 2 cases. Otherwise, 
except for functional constipation and for signs of cardio-vascular 
lability, as manifested by transitory marked changes in the pulse 
rate, cold and clammy hands and feet, excessive perspiration, no 
somatic disorders were found. The abnormal blood sugar curves 
may, therefore, possibly be related to the somatic condition in 5 
cases only, that is, in the 3 cases with hyperthyroidism and in the 
two cases of obesity. (Chart VI.) 


ANERGASTIC REACTION TYPE (ORGANIC PSYCHOSIS ). 


The seven patients of this group presented various mental pic- 
tures. The physical findings suggested cerebral arteriosclerosis 
(3 cases), juvenile paresis (1 case), hepato-lenticular degenera- 
tion (1 case), senile epilepsy (1 case), Korsakoff’s syndrome (1 
case). The fasting blood sugar varied from 80 to I11 mgm. per 
cent. The sugar tolerance curves, as evaluated by the height of 
the alimentary glycemia and by the hyperglycemic area, were found 
abnormal in all 7 cases. The hyperglycemic indices were found 
abnormal only in 5 cases. It is justifiable to attribute the dis- 
crepancy to the already discussed inadequacy of the index to evalu- 
ate a sugar tolerance curve, inasmuch as the index measures the 
extension of the curve only and neglects the intensity of the hyper- 
glycemia as such. (Chart VIT.) 


COMMENT. 


In attempting a critical examination of the results of this study, 
it is necessary to remember the fact that the carbohydrate metab- 
olism, as evaluated by the blood sugar tolerance test, may be influ- 
enced by many factors. A toxic infectious condition, arterio- 
sclerosis, metabolic and endocrine disorders, aside from other 
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- § somatic conditions (diabetes was excluded from the material of 


C this study) may cause an abnormal blood sugar reaction to the 
" ingestion of glucose. In the group of organic psychosis one should, 
S therefore, consider both the physical and mental condition as 
f | possible causative agents of the abnormal blood sugar responses. 
dj We also specified the significant somatic conditions such as hyper- 
e 
CHART VII 
ORGANIC PSYCHOSIS (ANERGASIA) 
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thyroidism, obesity, sinusitis, bromide intoxication, whenever de- 
tected, in the cases of the three other psychotic groups. The num- 
ber of those cases, however, was too small markedly to affect our 
estimation of the frequency of the abnormal blood sugar reactions 
in these psychotic groups. In speaking of somatic disorders in this 
particular study we do not mean the somatic manifestations, such 
as transitory tachycardia, skin reactions, etc., mentioned above, 
manifestations which were more or less pronounced in most of our 
cases and were related to the mental-affective state. 
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The perusal of our results shows that with regard to both the 
frequency of the abnormal sugar tolerance curves and their form 
there is a fair degree of uniformity in three of the mental reaction 
types considered: In psychoneurosis high curves were observed 
in 64 per cent, in manic-depressive depression in 74 per cent, in 
schizophrenia in 60.7 per cent. We find somewhat lower per- 
centages when the curves are measured by the hyperglycemic index, 
that is, by the extension of the alimentary hyperglycemia over a 
period of two hours. Thus, the hyperglycemic index was found 
abnormal in 41 per cent of the psychoneurotic patients, in 54 per 
cent in depression, and in 57.7 per cent in schizophrenia. Finally, 
when estimated by both the height and duration of the reactive 
hyperglycemia (hyperglycemic area), the curves proved to be ab- 
normal most frequently in depression (in 79 per cent), the per- 
centage in schizophrenia being 72.7 per cent and in psychoneurosis 
62.5 per cent. In the small group of organic psychosis all seven 
patients presented abnormally high and sustained curves. 

Our findings so far corroborate those of other investigators 
(Lorenz, Drury and Farran, Mann and Scott, McCowan and 
Quastel), who found abnormal blood sugar curves to be frequent 
in psychotic individuals. They differ in so far as they concern 
psychoneurotic individuals in whom Lorenz has found the curves 
to be normal. It is also noteworthy that we observed moderately 
high curves in hypomanic excitement in three out of 6 cases, 
whereas in Lorenz’ and Henry’s observation hypomania goes 
together with low glycemic curves. Lastly, with regard to the 
claim of McCowan and Quastel that a normal blood sugar curve 
in depression strongly suggests an hysteroid element in the given 
patient, attention should be called to the three cases of depression 
with hysterical features in which normal curves were found. On 
the other hand, it should be noted that in the psychoneurotic group, 
out of 9 patients with hysterical reactions more or less high curves 
were observed in 5 and protracted hyperglycemia in 2 patients. 
As to the form of the curves obtained in our patients, these 
curves show similar characteristics in the four psychotic groups in 
question. In each group the following three types of curves were 
found to be representative: (See Charts III—VII). 

I. High and broad curves, that is, curves in which the peak of the 
alimentary hyperglycemia reaches a level above the normal limits 
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and the glycemia remains above the fasting level two hours after 
the ingestion of glucose. 

II. Curves in which there is obviously a discrepancy between 
the peak of the hyperglycemia and the glycemia of two-hour period 
after the administration of glucose, the former being very moderate, 
and the latter more markedly pronounced. 

III. Curves in which the discrepancy is still more pronounced, 
inasmuch as the markedly abnormal hyperglycemia within the first 
hour is associated with a return of the glycemia to the fasting 
level at the end of two hours after glucose was taken. 

It is obvious that, with regard to the differential diagnosis be- 
tween the psychotic reaction types under consideration, one can 
hardly get help from the blood sugar tolerance test. It is true 
that the highest curves were obtained in depression; but this was 
observed in single cases only and not throughout the whole group. 
The apparently similar disturbance of the carbohydrate metabolism 
in the different psychotic groups, however, is of an interest from 
the pathogenetic view-point. The question arises, can this metabolic 
disturbance, common to the various types of psychoses here con- 
sidered, be related to a common denominator? Setting aside the 
group of organic psychosis in which the physical and mental states 
should be considered, one is confronted with the fact that in the 
remaining three groups the mental condition is paralleled by ab- 
normal glycemic reactions. These reactions may suggest disorders 
in the normal balance between the processes of glycogen synthesis 
and glycogenolysis and also deficient assimilation of the available 
blood sugar by the tissues. The lack of relationship between the 
height of the basal metabolic rate and the height of the blood sugar 
tolerance curve, as found by Janney, Olmsted and Gay,*? and our- 
selves, makes it unlikely that the assimilation factor plays any 
significant role in the glycemic reactions of our patients. Nor is 
it plausible to assume lowering of the glycogenesis as a primary 
disorder, inasmuch as there were no signs of liver, thyroid or 
pancreas insufficiency in our patients. One rather feels justified 
in assuming that the abnormally high and delayed glycemias are 
caused by factors stimulating the glycogenolysis, thereby counter- 
acting the reverse process of glycogen formation. An increase in 
the hydrogen-ion concentration has been found to be one of those 
factors. This finding deserves particular attention in this study 
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for the reason that disturbances in the acid-base equilibrium, 
namely, a tendency to acidosis has been claimed to occur frequently 
in mental diseases (Mann and Golla).** According to Mann, the 
alteration of the ionic equilibrium, resulting in acidification of the 
organism and thus inducing a depression of the pancreatic func- 
tion, accounts for the abnormal blood sugar curves in psychotic 
patients. The main value of the blood sugar tolerance test would, 
therefore, be to give information as to the state of the acid-base 
equilibrium. This explanation cannot be justly applied to our find- 
ings, inasmuch as our patients did not show the slightest evidence 
of acidosis. On the other hand, nearly all of our patients in the 
several psychotic groups displayed distinct signs of dysfunction 
of the neurovegetative system with marked predominance of the 
sympathetic division. We, therefore, consider the abnormal blood 
sugar reactions in the patients studied as similar evidence, that is, 
as physiological manifestations caused by over-activity of the 
sympathetic-chromaffin system. The resulting over-supply of 
adrenalin—that main stimulant of glycogenolysis—we deem to be 
directly responsible for both the high and the prolonged hyper- 
glycemia. The depressed function of the pancreas is not, as Mann 
believes, a primary disturbance but a secondary and a relative one, 
as compared to the increased function of the antagonist chromaffin 
system. In admitting that the malfunction of the endocrine-vegeta- 
tive system plays a predominant role in the disturbed carbohydrate 
metabolism of the psychotic patients, we come nearer to the prob- 
lem of the relationship between the mental condition and the 
abnormal blood sugar curves. As has been previously brought out, 
by reference to experimental proofs and clinical observations, emo- 
tional tension expresses itself physiologically by somatic manifesta- 
tions pointing to the dysfunction of the neurovegetative system. 
The common denominator in the various psychotic patients under 
discussion is emotional imbalance which we consider to be directly 
responsible for the abnormal blood sugar reactions. 

We come thus to the conclusion that the abnormal blood sugar 
curves in our patients are physiological accompaniments of mental 
reactions with the associated affective disturbance. Thus, the sugar 
curves were found to be frequently abnormal in the group of 
psychoneurosis and more so in depression, that is in the two psy- 
chotic reaction types in which affective imbalance is a prominent 
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characteristic. The abnormal blood sugar curves in schizophrenia 
would be indicative of emotional tension being prominent also in 
this type of psychosis, tension which does not manifest itself ex- 
ternally as clearly as in the two other just mentioned psychotic 
groups. 

From the practical point of view, the relationship between the 
height and duration of the alimentary hyperglycemia, on one hand, 
and the affective disorder, on the other, presents an issue of great 
importance. The observations of Raphael, Drury and Farran- 
Ridge, and particularly the recent and more extensive study by 
McCowan and Quastel tend to show that the blood sugar tolerance 
curve, used as criterion of emotional tension, may be of a great 
aid in studying the course in manic-depressive psychosis. Our 
experience in this field of investigation, as applied to different types 
of psychosis, will be the subject of another communication. 


SUM MARY. 


1. The carbohydrate metabolism, as tested by the blood sugar 
tolerance curves, was studied in 116 psychotic patients. These 
include: Merergasia (psychoneurosis) 31 cases; thymergasia 
(manic-depressive psychosis) 50 cases, out of which six were in 
the manic state; parergasia (schizophrenia) 28 cases; anergasia 
(orzanic psychosis) 7 cases. 

2. The blood sugar curves were evaluated, first, by the intensity 
of the alimentary hyperglycemia (following the ingestion of 50 gm. 
of glucose) ; second, by the extension of the glycemic reaction 
over a two-hour period (hyperglycemic index) ; and third, by both 
the height and extension of the curve combined (hyperglycemic 
area). 

3. Abnormal curves were obtained in each psychotic group: 
In merergasia, 64 per cent; in hypothymergasia, 72.9 per cent; 
in parergasia, 60.7 per cent, when the curves were evaluated by 
the climax of the hyperglycemia. When estimated by the hyper- 
glycemic area, the values were 62.5 per cent, 79.2 per cent, and 
72.7 per cent, respectively ; in anergasia, 100 per cent, judged by 
both methods of evaluation. 
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4. The abnormal curves show similar characteristics in the four 
psychotic reaction types under consideration. In each of them the 
following three types of curves were found to be representative: 

(1) High and broad curves; (2) curves in which the hyper- 
glycemic peak is moderately high but the glycemia remains above 
the fasting level two hours after glucose was taken; (3) curves 
in which the markedly high hyperglycemic reaction goes together 
with the return of the glycemia to the fasting level at the end of 
the two-hour period after the administration of glucose. 

5. It is believed that the apparently similar disturbance of the 
carbohydrate metabolism in the different psychotic reaction types 
may be related to a common denominator, that is, affective disorder. 

6. Thus, the abnormal blood sugar curves in our patients are 
considered as physiological accompaniments of psycho-biological 
reactions. 
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POST-INFLUENZAL RECOVERY FROM DEPRESSION. 


By MAX LEVIN, M.D., 
Clinical Director, Harrisburg State Hospital, Harrisburg, Pa. 


According to Menninger,* but two cases of depression clearing 
up after influenza have been recorded (Gauster, 1891, and Damaye, 
1919). The following case is therefore noteworthy. 

The patient, a married Jewess of 41, was seen on January 10, 
1931, in the sixth month of a depression. In 1918 she had had a 
previous attack lasting nine months and clearing up simultaneously 
with her recovery from an attack of influenza. 

The patient was intelligent, but immature and over-emotional. 
She had always been regarded as the “ baby” of the family. She 
had married in 1916. According to the husband, she had always 
been almost completely frigid. 

First Attack—In 1918 the patient’s brother developed a psy- 
chosis after having been drafted into the army and died suddenly 
within a week. The patient, then seven months pregnant, was so 
unnerved that premature labor resulted. Three days after the birth 
of the child the depression began. She lost interest and slowed up 
tremendously. “ It took her hours to get dressed.” She ate poorly 
and lost weight. She denied her husband and child: “ That’s not 
my husband, and that’s not my child.” Twice she was found with 
a knife in her hand. 

In the tenth month of the depression the patient’s father and 
two sisters contracted influenza. (The patient, her husband and 
child, her parents and three of her sisters were living together. ) 
The care of the three patients with influenza devolved upon the 
healthy sister. Hoping to stir the patient out of her melancholy 
apathy, the sister spoke to her thus: “ Ruth, aren’t you interested 
in how they are getting along? Don’t you care that they are sick?” 
The patient’s reply was a hopeless ““ No—I just can’t be interested 
in anything.” That day the patient herself contracted influenza. 
She was in bed three days with mild symptoms—moderate fever, 


*Karl A. Menninger, The Amelioration of Mental Disease by Influenza. 
Journ. Amer. Med. Assoc., 94: 630 (March 1), 1930. 
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headache and aches in various parts of her body ; no diplopia, som- 
nolence or delirium. On the fourth day she got up, and at that 
precise moment the family noticed that her depression had disap- 
peared completely. She looked and felt normal, and immediately 
divided with her sister the burden of looking after the three sick 
people. In a short time she recovered the weight she had lost. 

Present Attack—The patient remained well in every way until 
July, 1930, when she had a second attack, characterized this time 
by the presence of many paranoid ideas, in addition to pronounced 
depression, fatigue and loss of appetite and weight (from 118 
down to 97 pounds). 

Examination, January 10, 1931.—The patient was a small, hag- 
gard, depressed looking woman, in excellent rapport. She sat 
quietly, but was agitated by the thought of being examined, since 
it would not do her any good. She was certain she would never get 
well. She was convinced that “ people are after me.” The identity 
of her supposed malefactors was unknown to her, nor had she ever 
seen them. She could give no evidence for her belief that they 
were after her, nor did she know their motive. The thyroid isthmus 
was palpable. The neurological examination showed nothing of 
importance. 

For reasons unnecessary to mention, the family were unwilling 
to send the patient to a hospital. Since she is in another city, my 
knowledge of her progress is derived solely from letters from the 
family. These show that mentally the patient has made no progress. 
She converses sensibly with strangers, but to her family she reveals 
delusions, such as that there is “ something” in her food. Her 
weight has dropped to 80 pounds ( January, 1933). 

Comment.—The reaction-type is depressive, but in a woman 
whose personality is not conspicuously syntonic. Particularly note- 
worthy are her immaturity and sexual frigidity. 


SUMMARY. 


The patient had a nine-month depression at 28, precipitated by 
emotional shock and parturition. The depression cleared up com- 
pletely coincidently with her recovery from a mild attack of in- 
fluenza. She remained well until 40, when she entered her second 
depression, which at the present writing (2} years after the onset) 
has not yet begun to lift. 
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THE DYNAMICS OF PSYCHIATRIC REACTION-TYPE 
DETERMINATION.* 


By WM. MALAMUD, M.D., ann ERICH LINDEMANN, M.D., Pu. D., 
Iowa City, Iowa. 


The differences in development, course, and outcome of mental 
disorders seen in the psychiatric clinic urge us on to nosological 
considerations. Just as we know that poorly founded or prema- 
ture classifications impede progress, so also we know that any 
scientific psychiatry must proceed from some preferably rather 
elastic scheme of division. It is certain that accumulating facts 
will lead to change in our nosology ; the purpose must be that we 
can conceive it in terms that shall be useful for organizing thought 
and observation, and yet so provisional that they shall not em- 
barrass healthy expansion of information. The Kraepelinians sys- 
tem has been attacked from many angles, but Bleuler,’ for instance, 
does not consider the facts already at hand sufficient to justify 
leaving it. He does not wish to discourage the search for new 
conceptions, but is of the opinion that this can only be accomplished, 
however, by an open-minded attitude in which we will keep on 
working with the groundwork we have, and yet with a not too 
unqualified adherence to it that would keep us from recognizing 
new possibilities. A successful approach to this problem does not 
have to start with any fixed viewpoint. In fact, in present day 
psychiatry, we have efforts of this type which centralize around 
very different basic ideas. Thus we have the very broad system 
advanced by Adolf Meyer and his followers, which attempts a 
grouping around, what he terms, “the facts in the case,” the 
patient’s problems and the “complaint” forming the central 
feature. His views on this subject are so well known that we need 
not review them here and would just like to refer to a recent pub- 
lication on the subject.?, Another method of approach is that advo- 
cated by the psychoanalytic school * wherein the different types of 


*From the Iowa State Psychopathic Hospital, Iowa City, Iowa. Paper 
No. 22. Read at the eighty-eighth annual meeting of The American Psy- 
chiatric Association, Philadelphia, Pa., May 30-June 3, 1932. 
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reaction are approached on the basis of their relationship to de- 
velopmental levels in the structure of the personality. Further 
attempts in this direction can be made on the basis of the analysis 
of the structure of some fundamental psychopathological phe- 
nomena which, in different degrees of intensity, can be found in 
different types of mental disease.* Other and equally valid ap- 
proaches have been expressed from time to time, such as the 
investigation of the effects of certain types of therapy on the dif- 
ferent disease entities,° the occurrence of definite, well-defined 
symptoms in apparently unrelated diseases, the role played by 
mental and physical makeup in moulding the type of reaction,* 
and others. 

In keeping with the progress in other fields of medicine, at- 
tempts have been made in psychiatry, with varying degrees of 
success, to understand the relationship of different types of reac- 
tions on the basis of etiology. There is no doubt that were a classi- 
fication on this basis possible, it would be probably the most valua- 
ble we could have. But it is questionable whether we know enough 
about the etiology of mental disease to enable us to present an 
all-inclusive classification on that knowledge (cf. Bleuler). We 
are particularly helped, in this matter, by the change that has 
recently come into our attitude toward etiology. This change in 
attitude has as its basis the appreciation of the fact that mental 
diseases, no matter how specific certain single factors may seem 
to be, are actually caused by a combination of a great number of 
factors, none of which can be regarded as the sole cause. Super- 
ficially it may seem that this concept introduces more complexity 
into the problem. It is a sad disappointment to those who have 
hoped for specific causes which might be discovered as responsible 
for the different entities with which we have to deal. These aspi- 
rations, however, in the development of which a too close paral- 
lelism to other branches of medicine and a too rigid adherence to 
the original systems of classification have both played important 
parts are gradually losing ground. As facts stand today, the newer 
concept of the multiplicity of etiological factors has proved the 
more fruitful for research. With our new attitude toward etiology, 
we have frequently had the opportunity of proving to our satis- 
faction that certain factors in the lives of our patients, even though 
not the only causes of their diseases, may have a very important 
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place. This point of view is particularly useful because it does 
away with the necessity of adhering to any given form of classi- 
fication to the exclusion of others. Actually we find that any one 
factor in the development of a specific disease entity may owe its 
etiologic character to a special combination with other equally 
important factors, whereas in a different setting it can give rise to 
another type of disease. 

We can now approach the question of etiology at the same time 
as we investigate the relationships of disease entities in the present 
day classifications. In other words, a program of this type could 
be outlined in the following manner: granted that all mental dis- 
eases have this in common—that they are all manifestations of an 
inadequate form of behavior of psycho-biologic units in given situ- 
ations; and granted also that these reactions may have certain 
fundamental differences that manifest themselves in the clinical 
pictures as we see them. Then—if the factors that determine these 
reactions are not single specific agents but combinations of several 
of them, our questions would be (1) which, if any, of these factors 
may be common to any two or more of these diseases, and (2) which 
of them could be regarded as determinants of any special reaction 
type. 

It seemed to us that such an attempt could not be made success- 
fully on the basis of the study of clear-cut disease entities as they 
are conceived today, for it is quite possible, if not even probable, 
that in a search of this type we may finally be led to recognize the 
fact that new lines of demarcation may have to be emphasized. In 
psychiatric practice, however, we quite frequently—too frequently 
for the peace of mind of some of us—observe -conditions during 
whose course there appear symptom complexes belonging to such 
diametrically opposite syndromes of the usual classifications as to 
baffle us in our attempts at differential diagnoses. These may ap- 
pear at the same time, or at different times, and may manifest 
themselves temporarily or throughout the entire course of the 
disease. These cases are even more baffling when during the course 
of an apparently clear-cut type of disease there appears for a 
shorter or longer duration of time a change in the picture with a 
syndrome which seems to be antithetic to the original one. Occur- 
rences of this type are not difficult to find. They are responsible for 
the diagnostic nihilism that has crept into the minds of some psy- 
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chiatric workers, and has made them feel dubious of their ability 
to diagnose anything with certainty. From the point of view ex- 
pressed above, these cases should really be the most adequate 
material in which to search for the determination of the different 
reaction types. For, given a case which has run the course of a 
typical mood disorder, for example, in which at some time there 
has appeared, temporarily, a picture just as typical of a schizo- 
phrenic reaction, we would ask the question, what special factors 
have contributed toward the development of this apparently for- 
eign manifestation. If any one, or several, of such factors could 
be determined, we could, by persistent investigation, select the 
various factors that lead toward certain reaction types. Further- 
more, by examining their dynamic relationship to the other elements 
in the case, we could come to a better understanding of the rela- 
tionships that may exist between the different disease entities. 
Whether, by this method, we would ultimately be forced to abolish 
the concepts of these existing disease entities to replace them by 
new ones is really of no great significance. Our main attempts 
would be directed toward an evaluation of the importance on the 
one hand of certain special factors in the etiology of special reac- 
tion types, and, on the other, of inter-relationships of more com- 
mon factors in the production of deviations from normal behavior 
in general. 

In our clinical experience, we meet with a great many of these 
mixed disease pictures which could be utilized for the purpose of 
this investigation. In the present communication, we wish to con- 
fine ourselves to the discussion of a few of these that represent 
particularly well a series of pictures best designated by the term 
of “transition states.” These cases we would like to present in 
several groups depending upon the particular reaction types in- 
volved. First let us discuss a series of patients in whom, during 
the course of mood disorders, there appear for a certain period of 
time reactions closely allied to the type met in schizophrenic 
psychoses : 


CasE 1.—C. L., a single man, 24 years old, of American birth, who was 
admitted to the hospital on February 8, 1930, with the complaint that for 
several days he had been excited, assaultive, and unmanageable. The family 
history shows no psychoses but a distinct tendency towards pyknotic- 
cyclothymic makeup. His early history shows a leaning toward cyclothymic 
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swings but with a strong undercurrent of feelings of inadequacy, suspicious- 
ness, and a tendency toward compensation, especially in the field of athletics. 
Intellectually he was of the average type, having gotten along well in high 
school, but making poor grades in his attempt at a college education. He 
was dismissed at the end of his first semester’s work. While there he 
began to drink and carried this on for some time after he left school, con- 
tinuing it sporadically until the onset of the present illness. In the fall 
of 1928, he again made an effort toward a college education, but his poor 
grades, coupled with his drinking and other irregularities, led to his dis- 
missal a second time. After returning home he showed signs of depression 
which wore off, however, after a short time, and he appeared normal until 
December, 1929. At that time he began to show gradually increasing 
irritability and restlessness, and resumed his drinking. The condition grew 
worse with the development of grandiose ideas, physical aggressiveness, and 
finally the state which caused his admission to the hospital. Physically he 
was of pyknotic makeup and showed a chronic tonsillar infection which, 
according to the history, has probably been present for several years. Men- 
tally he presented at first a picture of a typical manic excitement. He was 
elated with grandiose ideas of unusual achievements in the field of athletics, 
aggressive, irritable, and his stream of talk showed the ramblings and asso- 
ciations of a manic. After a short while, however, the excitement wore off, 
until superficially he seemed almost normal. His productions, however, 
began to show bizarre qualities. He became self-accusatory, claiming that 
he had done a number of things for which he was to be punished. Gradually 
he became suspicious and fearful. He talked about signs that were being 
sent to him in some mysterious way by another patient (a former varsity 
football player). He thought that this man had some special interests in 
him and influenced him in a peculiar way. The self-accusatory ideas as well 
as the ideas of reference were expressed in a bland fashion without any 
adequate affect. All through this time he would sit by himself, smiling in a 
silly fashion or laughing without any reason. His associations during this 
time showed the bizarre, unintelligible characteristics of those seen in schizo- 
phrenia. This condition gradually led to a period of actual depression with 
ideas of guilt and inadequacy and a good deal of crying. He came out of this 
final stage at first somewhat perplexed but soon was able to be taken home 
where he has been getting along well for the last two years, showing occa- 
sionally slight swings of mood. The whole hospital residence lasted a little 
over three months. 


In this case we would emphasize the following points: (1), the 
pyknotic makeup both in the patient and in his family background, 
and the tendency of all of them toward easy swings of mood, (2) a 
strong component of suspiciousness and feelings of inadequacy, 
leading to search for compensation and daydreaming, (3) alco- 
holism and chronic toxic condition both of which have been present 
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for several years, (4) the three stages noticed during the course, 
the comparatively short time of its duration and the outcome. A 
somewhat similar situation was observed in the next case. 


‘Case 2.—B. G., a 34-year-old, white, American, married female who came 
into the hospital because of an excitement that had lasted for several days 
and began to develop on the fourth day after the delivery of her second 
child. In the family history, here, too, we find a tendency toward a pyknotic, 
cyclothymic makeup. The patient herself has always been of a cheerful, 
extroverted makeup with tendencies towards swings of mood. Little is 
known of her sexual life before her marriage at the age of 22. There were 
some difficulties in the marital situation mainly on the basis of the husband’s 
insistence on the use of contraceptives as he did not want any children. 
The patient has always shown extreme jealousy which was apparently 
not dependent on any irregularities on the husband’s side. In 1926 the 
patient, following a pregnancy which occurred in spite of contraceptives, 
gave birth to her first child and, although there were no physical complica- 
tions, she developed a few days after delivery a psychosis practically identical 
with the present one. She recovered after a short stay in this hospital and 
remained normal up until the onset of the present illness. At first, an attempt 
was made to prevent further pregnancies, but as her mental condition re- 
mained normal, contraceptives were given up, and a pregnancy resulted with 
the delivery of a child two weeks before her admission. There seemed to 
be no physical complications, but on the fourth day after delivery she again 
began to show signs of restlessness and apprehension. She began to talk 
about what was going to happen to the children, and very rapidly went into 
the state of hyperactivity which necessitated her admission to this hospital. 
Physically she showed a pyknotic makeup; for the first two to three weeks 
albumin and casts in her urine, and an increased N. P. N. Mentally she was 
hyperactive, over-talkative, with manic associations, playfulness and facetious- 
ness. At times she was elated, at others quite irritable and assaultive. This 
lasted for about three weeks and then was replaced by a state in which 
she became quieter, somewhat perplexed and preoccupied, and at the same 
time also showing suspiciousness, and a tendency toward misinterpretation. 
Gradually she began to talk about seeing snakes and pictures in the room. 
She would not lie down or use the toilet for fear the snakes would get 
into her body. Her affect seemed very inadequate. She would talk about 
these things placidly or with a meaningless smile on her face. At times there 
were outbursts of assaultiveness and blind fury. She was oriented and seemed 
to maintain superficial contact, but her conversation was made up of inade- 
quate and bizarre associations. All this time her physical condition and 
laboratory findings were normal. Towards the end of the seventh week this 
condition was replaced by a reduced activity, and periods of crying, during 
which gradual insight into her imaginary ideas developed, and she was 
finally allowed to go home where she is getting along well. Her hospital 
residence lasted three months. 
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Here too we would like to emphasize the following outstanding 
features: (1) the pyknotic-cyclothymic characteristics in the family 
and the patient herself; (2) the apparently not well adjusted sex 
life as shown by the attitude to the husband and possibly aggra- 
vated by the use of contraceptives. The peculiar nature of the hal- 
lucinations is of interest in this connection. (3) The development 
of both attacks in relation to the puerperium which was at first 
accompanied by signs of renal dys-function. (4) Here too the 
same three stages, the comparatively short duration, and the com- 
plete recovery. The fact that these clinical pictures are not limited 
to conditions associated with toxic or somatic factors is shown by 
the following two instances: 


Case 3.—M. A. H., an 18-year-old single white American girl who came 
into this hospital because of excitement, hyperactivity, and the expression 
of expansive ideas. In the family there were instances of psychoses and 
psychopathies (mainly religious cranks). The father is a member of a 
queer religious sect and the girl was brought up under the influence of 
fantastic religious ideas. Although she has always been of a distinctly 
pyknotic makeup, tending towards mood swings, she also showed a strong 
leaning towards indulgence in daydreaming and lively imagination which 
made it possible for her to participate in her father’s religious ecstasies. 
In her sex life she has shown strong and deep attachments to older girls 
alternating with half-hearted attempts at contacts with men, which have 
always been on a temporary, superficial level. The present condition came 
on after a series of difficulties with the father who tried to force the patient 
and the rest of the family into his religious beliefs. The patient’s reaction 
to this was mainly based on her desire to take the mother’s side who she 
felt was being maltreated by the father. 

The psychosis started with restlessness, sleeplessness, and irritability. 
This led to the development of expansive ideas based on Hollywood aspira- 
tions, and an undercurrent of suspiciousness of being watched and inter- 
fered with. When she came in she showed no signs of physical disease. 
Mentally she presented a picture typical of a manic excitement. She was 
grandiose, elated, excited, and her speech showed the usual manic associations 
and distractibility. This condition lasted only two weeks. Then she sub- 
sided rapidly into a quiet, dreamy, silly type of behavior with bizarre allusions 
and misinterpretations. She would sit by herself with a stolid expression 
on her face, occasionally broken by a silly smile and seemed preoccupied. 
At times there were expressions of hallucinatory and delusional experi- 
ences. She could not take care of her usual needs and had to be looked 
after. The affect was definitely blunted, and she spoke of emotionally sig- 
nificant contents in a matter of fact, unconcerned fashion. Here this condition 
lasted for a considerable time but finally cleared up, and she was released 
after a stay of about five months. She is now doing well. 
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Here we would emphasize: (1) The pyknotic-cyclothymic 
makeup in the presence of (2) tendencies to daydreaming and 
fantasy, and a special type of heredity and home influence. 
(3) The indications of a homosexual component. (4). The two 
apparently opposite forms of mental reaction in the course of her 
disease, the first being of a very short duration, and the favorable 
outcome. 


Case 4.—E. P., a boy of 19, in whose family history there is a pronounced 
incidence of manic-depressive psychoses. He came in because of restless- 
ness, aggressiveness, and expansive ideas. The outstanding features in his 
previous history were the pyknotic makeup with concomitant swings in mood 
but with a definite sense of inadequacy. He has been a rather quiet boy who 
did not have many friends. For the last three years he has had several 
attachments to girls in which he showed a definite lack of initiative and 
persistence. They all ended in disappointments with subsequent periods of 
brooding and withdrawal from outside interest. The present condition came 
on after one of these experiences and started with a period of restlessness 
and queer statements about some special powers which he possessed. He soon 
began to talk about being a great detective and actually started on a cam- 
paign of discovering the perpetrators of a number of criminal activities in 
the vicinity. His activity soon became so pronounced that he was brought 
to the hospital. Here we found no signs of physical disease. Mentally he 
showed a picture of hypomanic activity with grandiose ideas. With this there 
was an undercurrent of suspiciousness which increased as his hyperactivity 
subsided. A short time after his arrival he settled down to a state very much 
like that of the previous patient. He began to talk about hypnotic influence 
that was being exerted upon him by some of the male members of the staff, 
that they were trying to change him into a woman, that they did that by 
crossing their nerves with his. At times he claimed to have seen rays of 
light coming from them and influencing him in a certain way. With this 
there was an inadequacy of affect, mannerisms, and silly smiling, loosely 
connected bizarre associations, etc. These symptoms, however, gradually 
faded away, and the patient regained his normal level. After a stay of about 
six months the patient was sent home and has remained well for over a year. 


In this case too we have : (1) pyknotic-cyclothymic tendencies 
with mood disorders in the heredity, which combine with (2) feel- 
ings of inadequacy and a strongly suggested homosexual trend. 
(3) Two dissimilar stages occur in the course of the disease, the 
first one being of short duration and there is a good outcome. 

These cases are certainly not unique and many more of the same 
type could be presented. They have been described before even 
though they have always been regarded as puzzling. Whether we 


| 
) 
) 
| 


1933] WM. MALAMUD AND ERICH LINDEMANN 355 


call them mixed manic-depressive psychoses, schizo-manics, or 
just simple freaks, really does not matter. The important thing 
is that they have certain features which may serve as indications 
as to why they behave in that particular way. Thus we find: 
(1) that in all of these patients the personality makeup is of a type 
which usually tends towards the development of mood disorders. 
(2) That in all of them the psychosis starts with a typical manic 
disorder leading into a schizophrenic-like episode from which the 
normal state is reached either after a depression or without it. 
(3) That in two of them we have the presence of toxic or somatic 
factors at the onset. (4) That in all the patients the pyknotic- 
cyclothymic makeup is combined with certain undercurrents such 
as feelings of inadequacy, tendency towards daydreaming and 
fantasy, and poor sexual adjustment (in the last two indications 
of homosexual tendencies). (5) That in all of them the acute 
manic excitement was rather rich in delusional trends, which 
clearly represented previously repressed wishes, and was of an 
unusually short duration. 

There is no question but that there probably are many other 
factors that help to determine the particular type of reaction that 
these patients show, nevertheless one can see quite clearly how 
some of the above factors can be looked upon as playing an impor- 
tant part in shaping the course taken. Poorly adjusted personalities 
with undercurrents of tendencies towards the creation of a world 
of fantasy, when subjected to an unusually heavy load, somato-, 
or psychogenic in origin, react primarily according to their consti- 
tutional tendencies. This, the manic phase, however, is not very 
long in duration and not altogether devoid of the tendencies 
towards projection. During this acute phase, however, the reduced 
critical attitude in regard to one’s own limitations on the one hand, 
and the increased readiness towards reconstruction of the outside 
world on the other (in the first cases conditioned by the somatic, 
in the last two by endogenous factors) prepare the ground for a 
withdrawal from reality into an inner world, 1. e., essentially a 
step toward schizophrenia. The psychoanalytic interpretation of 
the structure of the mood disorders affords further insight into 
this relationship. The identification of the manic patient with his 
ideal-ego or, at least, some of its components, reduces that distance 
and difficulty of attainment that exists between the normal indi- 
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vidual and his ideal-ego. This reduction of what, in the last para- 
graph, was designated as the critical attitude towards one’s limita- 
tions, also weakens that force which, in normal persons, maintains 
one’s respect towards things that are real. Now, if added to this 
we have another component under the surface that supplies the 
dissatisfaction with reality as it is, or an easy accessibility of 
hallucinatory and delusional formation (such as toxic factors), we 
have the stage set for the development of flights into schizophrenic 
patterns. The acute stormy nature of the manic excitement makes 
such flights particularly probable. On the other hand, given a 
personality of an essentially syntonic makeup and a more or less 
mature sexual development, the return to a less marked deviation 
or even normalcy will be assured. A second group of problems 
are illustrated by the following two cases: 


Case 5.—M. D., a married woman 39 years of age who was transferred 
here from a general hospital in the state of an agitated depression. In her 
family history we find that the father developed involutional melancholia; 
the mother has always been hypochondriacal, and there were two instances 
of mood disorders. Her previous history shows that she has always been 
somewhat high-strung but got along well. She was married at the age of 
32 to a man who was very much under the dominance of his mother. This 
created a difficult situation for the patient, especially since she wanted to 
have children, and the husband, acting on the advice of his mother, was 
opposed to this and insisted on the use of contraceptives. As time went on she 
became more unhappy about this but kept her feelings to herself. Six months 
before her admission to the general hospital, while visiting her sister, who 
had just undergone an appendectomy, the patient, upon seeing the amputated 
appendix in a glass jar, fainted and had to be taken home. Directly following 
that she began to complain of pains in the abdomen, chiefly localized about 
the gall bladder region, weakness, fatigability, etc. She was finally taken 
to a general hospital where a thorough physical examination failed to reveal 
any organic disease. She was then told to “snap out of it,” that it was only 
“imagination,” and that if she did not do so she would probably work 
herself into a real mental disease. Following this she began to show agita- 
tion and fearfulness, stated she heard people outside her door talking about 
her being insane. She “knew she was going to be tortured and killed” 
and numerous other ideas. In this hospital she continued for a while in 
this state. She stated that she heard voices telling her that she is to be 
tortured, that she was guilty of various crimes, that her bowels were dis- 
eased, that her husband would be killed, etc. She cried a good deal and 
was agitated. Nevertheless, a discussion of her problems was carried on with 
her and gradually the underlying difficulty was brought out. As she began 
to appreciate the relationships between her symptoms and her unsatisfactory 
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marital situation she began to show signs of improvement. A discussion 
with the husband and his subsequent reassurance of the patient of certain 
reforms in the home life contributed a great deal to the improvement. Physi- 
cally she was of a pyknotic makeup and showed no signs of organic dis- 
ease, and there were no signs of the menopause. She improved after a four 
months’ stay in the hospital and is doing well at present. 


Here we would like to emphasize the following points: (1) The 
tendency towards involutional depression and manic-depressive 
psychosis in the family along with the pyknotic physique in the 
patient. (2) Added to this the presence of neurotic tendencies 
(also the influence of a hypochondriacal mother). (3) The diffi- 
culty in the marital situation wherein the normal desire for children 
was frustrated. (4) In the disease the first distinctly psycho- 
neurotic stage followed by a typical agitated depression after 
inadequate handling of the case. (5) The clearing up of the con- 
dition when the reason was removed. An almost parallel case but 
of more severe condition follows: 


Case 6.—E. S., a married woman of 44. She came in because of ideas of 
reference, agitated depression, and delusions of being pregnant with a cat. 
In this case we find in the family a marked tendency to chronic physical 
illnesses and hypochondriacal superimpositions. The patient herself was of 
pyknotic makeup. Her early sex life shows a series of difficulties which in 
the analysis were shown to be related to her delusions. The marriage was not 
successful. She stated that sex relations were always unsatisfactory. For 
the last few years she has complained of physical ailments for which no 
organic reasons could be found. Here too when she was thoroughly examined 
in a general hospital and told in a way similar to the first case about her 
condition, she very soon lapsed into the state of agitated depression that she 
showed on her admission here. The fixity of the ideas and depth of depres- 
sion were even more marked than in the first case. Here too the menopause 
had not actually come on, but there were irregularities indicative of it. An 
analysis was successful in clearing up this case, and the patient was dis- 
charged after a ten months’ stay. She is now doing well. 


Here too then we have: (1) A pyknotic individual with ten- 
dencies in the heredity toward somatic complaints. (2) Early 
sexual experiences which make marital adjustment difficult. 
(3) Towards the period of the menopause the beginning of the 
development of psychoneurotic symptoms. (4) The replacement 
of these by an agitated depression. (5) The resolution of the 
latter by an appreciation of the mechanisms. 
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These two cases, as in the previous group, represent a fairly well 
known series of occurrences with the possible differences that the 
interrelationships are seen more clearly than is usually the case, 
They need no extensive comments. In individuals who by makeup 
are predisposed to mood swings on the one hand and organ sensi- 
tiveness on the other, certain life situations come up to a climax at 
a time dangerously near the menopause. These are adjusted by a 
psychoneurotic substitution. The attempt to remove the neurotic 
complaints in an abrupt way without helping the person towards a 
solution leads towards the passage of the less serious neurosis into 
a completely incapacitating psychosis. This, however, need not be 
of an irreversible nature, and, provided the patients are not allowed 
to go too far, they can be brought back to an adequate adjustment. 

Another convergence of two apparently unrelated types of reac- 
tion is particularly well illustrated in a third group of cases. The 
discussion of these cases could probably be best introduced by an 
interesting psychopathological phenomenon in the case of the 
following patient : 


Case 7.—M. F., this 30-year-old married woman came to the hospital 
because of a series of obsessive symptoms, chief among which were the 
thoughts of injuring her husband and children. These have manifested them- 
selves ever since her marriage some eight years ago, but have become 
particularly troublesome since the birth of the second child (eight months 
before admission). The family history here showed the presence of psycho- 
neurotic manifestations. The patient did not show particular leanings to- 
wards any of the physical types, and in her personality, outside of occasional 
neurotic manifestations, has not shown any abnormalities. An analysis 
was undertaken during which it was found that the symptoms were based 
upon early psychosexual traumata and dissatisfaction with the present marital 
situation. The phenomenon that we wish to discuss here was one that was 
present during the early stages of the neurosis, the first manifestation having 
occurred while she was being taken to her new home right after her marriage. 
She was standing alone on the rear platform of the train and felt somewhat 
queer and afraid. It suddenly occurred to her that the train seemed to have 
stopped and that the tracks which up till then seemed to have been running 
into one another as the train traveled on stopped doing so. She knew that 
that could not be so, that they must be moving on, and yet the feeling of hav- 
ing stopped could not be overcome. For a long while she debated in her 
mind the reason for this feeling and wavered between two decisions: On 
the one hand she was certain that the train was really not moving; on the 
other hand, she admitted the possibility of it being just a thought in her mind. 
The first decision, she realized, would necessitate a change in the whole 
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of the surrounding world—the other would mean the admission of the possi- 
bility of peculiar thoughts occurring in her own mind. She finally decided 
on the second. The experience repeated itself on a number of occasions. At 
her new home, for instance, it would occasionally occur to her that the 
kitchen utensils, the people, the home, etc., were not real. At such times 
she would waver between the decision that these actually did not exist, and 
the one that these were just peculiar thoughts that came into her mind. 
Gradually the subjective nature of these feelings gained the ascendency and 
with that the neurotic nature of the reaction became more definite. When 
she finally came to the hospital there was no question in her mind about 
the fact that all these obsessive manifestations were confined to her, and 
that the world outside of her had not participated in the change. 

We see in this case, at the very outset of the development of the 
neurosis in reaction to an undesirable situation, a wavering between 
two possible solutions. On the one hand a sweeping change in the 
outside world (in Meyer’s terms “ holergastic”) and that of a 
change confined to some special content within herself (‘‘ Merer- 
gastic””). There may have been, of course, a large number of fac- 
tors that determined the outcome in favor of the second, but the 
following points should be emphasized: (1) A leaning towards 
this type of reaction in the family (especially the immediate), 
(2) a fairly well balanced type of personality (as compared with 
that in the following cases), (3) whatever sexual maladjustments 
she had were all within the field of heterosexual patterns, (4) the 
absence of factors, in the subsequent development, which would 
make a neurotic adjustment impossible. In contrast to this case, 
we have in the next one a different setting : 

Case 8—F. C., a 35-year-old, married woman, a native of Denmark. 
Her complaint on admission was that of a great variety of pains and dis- 
comforts mainly referred to the abdomen and lower back. These had started 
soon after her marriage 18 years ago, became more marked during the 
first pregnancy (16 years ago) and have gained in severity and variety ever 
since then. The usual series of frequent consultations and operative pro- 
cedures led some five years ago to a chiropractic sanitarium, and, when 
the relatives finally realized the futility of this type of treatment, she was 
brought to our hospital. 

No adequate family history could be obtained. Her own history showed 
the following significant features: She has always been of an asthenic, 
introverted type given to day dreaming and very little exchange of confidences. 
Her early sex life was intensely auto-erotic intermingled with a number of 
perverted practices with animals. Her marriage was a very unsatisfactory 
one, with no response on her side and a cold reserved attitude on part of 
the husband. She had remained largely narcissistic throughout, living within 
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her own fantasy, and getting most of her contacts with the people around 
her, on the basis of her variety of complaints. Her experiences in the 
chiropractic sanitarium were of significance. From the beginning she became 
attached to the owner of the place who was an attractive widower. During 
her prolonged visits there she had gradually built up a love affair in her mind, 
in which she imagined this man forcing her to leave her husband and 
marrying him. There have been no overt manifestations of it, but all through 
this period, here too the patient frequently found herself wavering between 
considering these experiences as (1) simply “bad thoughts” within her mind 
and (2) believing that the man actually had such intentions and was in- 
fluencing her in some vague way. All this was obtained from her after 
her admission to this hospital and the developments during that period are 
very significant. At first she only spoke of her physical ailments, but when 
pressure was applied in the form of direct questioning concerning her sex life 
she very soon began to come out with a great many of the facts, and after a 
while began to seek out the physician spontaneously to talk about these 
things. When the early auto-erotic experiences were reached, however, she 
began to show a definite change in her picture. She became more self- 
absorbed, began to talk about peculiar influences that the people on the ward 
exerted on her. They could read her thoughts and then broadcast them, 
they could also make her think certain thoughts. Her brains were being 
removed from her head in some way, the chiropractor and his daughter were 
acting on her in a peculiar way and numerous other ideas. With this there 
was a definite change in her affect. She became bland and unconcerned about 
things, would sit and smile to herself or stare into space. It was felt that 
this change may have been due to the abruptness with which the treatment 
was forcing her to give up her psychoneurotic symptoms, and because of that 
a different method of the type outlined in a previous publication5 was sub- 
stituted. The case is at present not yet completed, but the patient is distinctly 
better and the indications are that she will, at least, give up her schizophrenic 
tendencies. 

In this case we would emphasize the following points: (1) The 
asthenic-introvert type with the early tendency toward autistic pre- 
occupation. (2) A sex life which has probably never adjusted 
well on a mature heterosexual level, retaining strong narcissistic 
tendencies. (3) The abruptness with which the removal of her 
psychoneurotic symptoms and the uncovering of her early sex 
experiences were carried out, and the subsequent change in her 
condition from psychoneurotic to schizophrenic. (4) The good 
effect of a change in the form of treatment. A further develop- 
ment along these lines can be seen in the last case of this series: 

Case 9—A. C., a 55-year-old married woman, a native of Germany. 


She was referred from a general hospital because of the development of an 
acute hallucinatory psychosis. The family history here too is not well known, 
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early personality was described as high strung, reserved, quiet, with occa- 
? sional temper outbursts. Physically she was of the asthenic-athletic mixture. 
Nothing is known about her early sex life. She was married at the age of 
22 to an older man whom she considered unworthy of her. There has never 
been any affection between the two, but cold reserve and occasional quarrels. 
Very soon after her marriage this patient too began to complain of various 
pains and discomforts and spent most of her time up to recently between 
going to physicians and playing the invalid at home. This condition became 
particularly accentuated during the menopause (3 years before admission), 
although it still remained within the limits of an essentially psychoneurotic 
reaction. Within the last few months before the development of the psy- 
chosis, the members of her family, who have hitherto been quite sympathetic, 
announced to her that they were through putting up with her “ imaginary 
} diseases” and that they were going to take her to this hospital where 
“research is being carried on to cure people” of this type. Prior to this, 
> however, as a last gesture she was taken to a general hospital, where she 
was to be given a final physical examination to show her that there was 


outside of ‘the fact that a brother had a “nervous breakdown.” Her own 


nothing physically wrong with her. This was done and she was told that 
’ no organic disease was present. The ensuing dissatisfaction caused some 
3 sleeplessness and restlessness and to take care of these the patient was 
e placed on large doses of luminal. Within the next few days she became 
:. quite serene and satisfied, but began to talk about peculiar experiences: 
t She saw pictures and heard voices, which told her about her early life and 
t her marital difficulties. It was learned afterwards that these represented 


actual experiences in her early and marital life, which she had always kept 


it to herself. These pictures and voices she said came from the Director of 

4 this hospital (whom she had never seen), who showed her these for the 

y purpose of curing her. The subsequent course led without any interruption, 7 

© and uninfluenced by attempts at treatment, to the development of a definite A 
schizophrenic psychosis which has been present ever since. It is interesting 

1e to note here that directly following the beginning of this change she began 

" to talk quite freely and spontaneously about all those difficulties which have 

4 probably really been instrumental in the development of her neurotic com- 

: plaints, but which she has never told to anyone before. | 

. In this case then we would emphasize the following: (1) An | 

“ asthenic-athletic makeup with introverted tendencies, (2) the de- 

- velopment of a psychoneurotic reaction in face of a difficult situa- ‘| 

od tion and the persistence in it as long as she was permitted to take F| 

p- this form of adjustment, (3) upon being faced rather abruptly 7 

_ with the necessity of giving up this form of adjustment, and fol- ; 
lowing the administration of heavy doses of luminal there was a | 

ps change from the previous form of reaction to a typically schizo- 
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These cases too are not particularly unusual. It is, in fact, the 
occurrence of admixtures of this type that has led some authors 
to state that schizophrenic patients may for a long time be mistaken 
for psychoneurotics, or that psychoneurotic-like symptoms may 
occur in some schizophrenics and vice versa. The facts in the last 
three cases, however, point quite clearly to a different aspect of the 
problem. They show us that the relationship between these two 
forms of reaction are not accidental, but dependent upon definite 
factors in the life situations of the responding organisms. Further- 
more that some of the reasons why one person reacts to a difficult 
situation in a psychoneurotic and another in a schizophrenic fashion 
can be definitely traced in the analysis of the setting. In the first 
of these three cases, the comparatively well balanced personality 
with an extroverted emotional expression and sexual life which, 
with all its difficulties, nevertheless remained within the mature 
level, decide against withdrawal from reality. In this she is helped 
by an environment that tolerates her psychoneurotic adjustment 
and by the fact that the final attempt at the cure of the psycho- 
neurosis was made in a slow and judicious way. 

In the second case we have a personality of an introverted, 
autistic type with a sexual development in which early fixations 
have conditioned pronounced narcissistic tendencies, although the 
attempt at a heterosexual adjustment is made. The psychoneurotic 
adjustment in this case, therefore, is less stable than in the previous 
case and there is a constant admixture of the leanings towards a 
more sweeping type of change. When, in a setting of this type, an 
attempt is made to effect an abrupt removal of the psychoneurotic 
manifestations without the offer of a stable solution, the schizo- 
phrenic manifestations appear. This interpretation is supported 
by the fact that a change in treatment is proving effective in 
stemming the tide of the developing withdrawal from reality. 

The third case just shows a further step in this direction. Here, 
too, we have an essentially schizoid type of personality and a setting 
in which the psychoneurotic adjustment was disturbed. In this 
case we have the further effect of the drug and the artificial pro- 
duction of hallucinatory experiences, the contents of which are 
apparently similar to the nature of the material that was obtained 
in the second case. In this respect it is interesting to consider the 
comparatively large number of cases in which schizophrenic psy- 
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choses are brought on by alcoholism, infectious diseases and other 
toxic agents that are capable of calling forth hallucinatory 
experiences. 


COMMENTS. 


A consideration of the material presented and the large quantity 
of similar cases that one meets in the general psychiatric practice, 
brings out a number of very important features. In the first place 
it shows quite clearly that, far from being additional proof of the 
futility of attempting a classification of psychiatric reaction-types, 
as some authors would lead us to believe, these cases really empha- 
size the justification and possibility of definite differentiation. In 
fact, no other instances can bring out so distinctly, the fundamental 
contrasts between the various reaction types as the occurrence of 
two diametrically opposite forms of response in the same indi- 
vidual. Along with this, however, a study of this material shows 
the fallacy of regarding such reaction-types as rigid, unrelated 
entities, produced by specific causes and leading to certain in- 
evitable conclusions. On the contrary, we gain the broad outlook 
of a general background to all forms of inadequate behavior in 
the response of an individual to an impossible situation. Within 
these limits, different forms of reaction are available, being made 
so by additional factors, but the choice of any type of reaction does 
not necessarily mean the permanent exclusion of any other type. 
The introduction of new factors into the same setting, or the 
removal of some factors that were present in it before, or even 
the change in the relationship of existing factors may bring about 
a swing in a different direction. A dynamic situation results within 
which different types of reaction may at any time exist alone, or 
in combination with others, and may interchange with or replace 
one another. The relationship that such types of reaction bear to 
one another and to behavior in general is of great importance, espe- 
cially since certain features in the analysis of our material seem 
to point toward definite directions in this aspect of the problem. 
A discussion of these, however, is outside the scope of this com- 
munication, particularly since the trend that we would follow would 
be along the lines expressed in a previous communication.” 

At present we would like to restrict ourselves to emphasizing 
those factors which are of importance in determining such reaction 
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types. We appreciate, of course, that these factors are probably 
much more numerous and varied in character than our study has 
shown. A certain number of these, however, are brought out quite 
clearly and may be presented as follows: 

(1) Personality Traits—In this we would include characteris- 
tics in the physical as well as mental makeup, constitutional 
(hereditary?) as well as acquired by contact in very early life, 

(2) Factors in the Development of the Individual.—Here one 
would pay special attention to the persistence of immature patterns 
of reaction such as autistic thinking, childish tendencies in dealing 
with difficult situations, narcissistic or other early forms of reac- 
tion in the sexual life, ete. 

(3) Immediate Environmental Factors—Here we would em- 
phasize the situation that brought out the original reaction type. 
During the course of the disease we would stress the following 
points: (a) the occurrence of new factors which would tend to 
force the patient to give up the original reaction type, and the 
degree of suddenness with which the patient is faced with these, 
(b) the type of treatment followed, and (c) the introduction of 
new factors that would make it easier to adopt new forms of reac- 
tion, 7. e., drugs, somatic disease, etc. 

The insight gained by investigations along these lines is of just 
as much practical value as it is of theoretical importance. It opens 
up possibilities for further research in a phase of psychiatry that 
would be rendered unapproachable by nosological nihilism. It 
brings out a series of danger points in the treatment and manage- 
ment of persons that are mentally ill. Finally, by affording further 
understanding of the manner of development of these reaction 
types, it introduces new possibilities into the field of prevention. 
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DISCUSSION. 


Dr. Matcotm A. Briss (St. Louis, Mo.).—The man selected for discus- 
sion of this paper was unable to come. I am not a state hospital man. I do 
not have the opportunity, perhaps, to study cases in the institutional way. 
One of the thoughts that occurs to my mind about Dr. Malamud’s presenta- 
tion is that we perhaps ought to coin a new word. We are quite anxious 
always not only on account of our own interest in the patient but on account 
of our relationship with the family of the patient, about the prognosis. It 
seems to me that we ought to have a word called retronosis. As we look 
back over these things we have perhaps a very much better insight into the 
situation than we do as we look forward. I am also impressed by the fact 
that when we get our minds fixed upon the study of what we call mental 
reactions that we sometimes forget the patterns which lie at the foundation 
of those mental reactions of which we, of course, can know relatively little. 
We judge by what happens as to the particular type of tissue with which we 
deal. But, that tissue is laid down long before any opportunity we have to 
influence it. It has many manifestations that all other tissues in the body have. 
It is governed by the same law. It is governed by the law of heredity 
and nutrition and it is governed by the law of enviroment. It would 
seem to me that we go rather far afield when we neglect all of the 
other factors that may enter into the treatment of a patient aside from 
the purely mental ones. 


Dr. E. Von Domarus (Yale University, New Haven, Conn.).—Kraepelin 
has emphasized that not only manic-depressive mixed conditions are observed, 
but that manic-depressive patients may show schizophrenic trends and vice 
versa. The diagnosis manic-depressive psychosis or dementia przcox does 
not exclude the observation of trends of its opposite disease, as it were. 
The prognosis will define the diagnosis. 

Schilder emphasized the possibility of explaining certain schizophrenic 
data as a regress to a more primitive state. However, as a child is not a 
little adult, so the schizophrenic patient is a human being per se. 

To explain schizophrenia with the categories of psychology and sociology 
only, is incomplete. There is for schizophrenia always a hereditary biological 
basis, which is again manifold in itself. 
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Dr. Paut ScuHitper (New York City).—I would like to emphasize the 
following point of view: When we speak of classification of psychoses we 
should consider the various pictures which occur in organic diseases. For 
instance, in general paralysis we see that in the beginning we have a rather 
unspecific picture which is, at least in many points, related to the picture of 
neurasthenia. Then we find manic and depressive pictures occurring and we 
see here immediately that the personality and the constitution of the individual 
play a very important part. Finally, we find the increasing dementia in those 
cases. When we study the problem of general paresis we see immediately 
that there is an agent of a somatic type and this agent of a somatic 
type will provoke different reactions according to the stage of the process and 
according to the constitution of the individual. Another topic which belongs 
in the same field is one with which Dr. Malamud is very well acquainted, 
and that is intoxication. In intoxications we find the same principles. There 
is the unspecific picture, then a specific picture which is more or less in con- 
nection with the factors of the personality. It is rather interesting, from this 
point of view, to study the various types of alcoholic psychoses, but in all 
these instances we see that the somatic agent provokes something which 
we cannot understand merely from the point of view of personality. We 
have to consider as well, the personality as the somatic agent and its psycho- 
physiological consequences. Therefore, in the question of manic-depressive 
psychosis and schizophrenia I am inclined to believe that we deal with 
disease entities with processes which go on in the somatic sphere. Of course, 
these are processes which can be influenced by psychological factors. But 
otherwise, we find again a relative unspecificity in the beginning and specificity 
when the process goes on. But the process in all its phases is influenced 
by the central factor of the personality. 

There is another point of view which we have to introduce when we study 
the nosology of psychosis. This is the study of purely organic neurological 
diseases. There is one type of encephalitis which affects especially sub- 
stantia-nigra and striopallidar system. In other types the organic process 
has a specific influence on other systems. In multiple sclerosis the white 
substance of the hemispheres and the cerebello-pontine region are especially 
affected. In encephalitis periaxialis diffusa there is almost an electivity con- 
cerning the white substance of the hemispheres. Different nosologic agents 
will affect different parts of the brain and the symptomatology will vary 
accordingly. I think we should consider psychiatric nosology from the 
point of view of organic disease and from the point of view of organic 
constitution. That does not say that we exclude the psychological point of 
view. But I do not think that we can come to a classification of psychosis 
if we do not take this somatic nosological point of view. 


Dr. WILLIAM MartamMup (lowa City, Iowa).—I couldn’t make up my 
mind whether the first speaker agreed or disagreed with me. I thank him 
for the discussion. As to Dr. Von Domarus, I want to point out the following. 
I did not say that these pictures into which a person shifts trom one type 
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of psychosis resembled another type, but that they are actually characteristic 
of the second type. All of us know that in schizophrenia we may find 
| depressive-like symptoms, but this is not what I meant at all. In other words, 
during the course of a certain type of disease a new picture develops which 
seems to be in its entirety characteristic of another type. 
As far as the genesis of regression is concerned, I purposely avoided 
going into that because I wasn’t taking up that particular subject today. 
Why does a person regress? Well, that cannot be answered without quali- 
fications. We know some of the factors but we don’t know all of them. 
' I have discussed this concept previously along the lines suggested by Schilder. 
What I did say (and I wish to emphasize it here in the discussion) was not 
that schizophrenia is exactly the picture that one finds at a certain level 
in childhood; I said that it may be related to certain levels or may 
suggest certain levels in development but not at all that it is the same thing. 
Professor Schilder, I hope that tomorrow we will have a chance again 
to lock horns over intoxication psychoses. The intoxications we were work- 
ing with were those due to different types of drugs, and we found that 
certain drugs do have certain specific effects on all persons, but these are 
very few in number. The most important thing is the type of personality 
of the subject. That personality, as well as the particular mental disease 
the patient may be in, color the effect of any drug regardless of its specific 
characteristics. So, I will say this, that even if anybody could prove (and 
yesterday afternoon it was not proven at all) that schizophrenia or manic- 
depressive psychoses have definite organic or toxic etiologies, even then I 
would say that this is just one more factor. The psychosis schizophrenia 
is not an etiological entity having one specific etiological factor like the 
organic conditions sometimes have, but it is a clinical picture of a certain 
psychological structure. 
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CEREBROSPINAL FLUID SUGAR IN UNCOMPLICATED 
AND UNTREATED NEUROSYPHILIS. 


By PURCELL G. SCHUBE, M.D., 
Psychiatric Clinic, Boston State Hospital, Boston, Mass.* 
AND 
ROBERT C. LEWIS, Pu.D., 


Professor of Biochemistry, University of Colorado School of Medicine, 
Denver, Colo. 


There is in the cerebrospinal fluid a reducing substance, which is 
dextro-rotatory, yields CO, by yeast fermentation, reduces copper 
salts, and with phenylhydrazin gives osazone crystals which melt 
at 205 degrees F. This substance is sugar, a monosaccharid, prob- 
ably glucose. 


REVIEW OF LITERATURE. 


Craig’ feels that the constant proportionate relation of the 
quantity of this sugar in the cerebrospinal fluid and blood leaves 
little doubt as to the source of the sugar in the cerebrospinal fluid. 
Whether it is directly transferred from the blood to the cerebro- 
spinal fluid as dextrose or passes through a glycogen stage in the 
cells of the choroid plexus is not known. Yoshimura,** however, 
demonstrated glycogen in the vacuoles of the epithelial cells of the 
choroid plexus, and Goldman," by means of intravital staining, 
discovered in the fetal pig that intracellular glycogen was demon- 
strable in the choroid plexus cells and in no other cells of the central 
nervous system. The glycogen, unlike the dye, was not held back by 
the cells but was secreted drop by drop and diffused with the cere- 
brospinal fluid throughout the central nervous system. 

This reducing substance has drawn the interest of chemists and 
clinicians for many years. According to Mott,?® Halliburton 
thought it was a substance akin to pyrocatechin, while accarding to 
Nawratski,®° Zdarek,*? and Rossi** the substance is dextrose. 
Schloss and Schroeder ** have proven that the reducing substance 
isa fermentable dextro-rotatory sugar, probably dextrose, and that 


*Work conducted at Colorado Psychopathic Hospital, Denver, Colo. 
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in infants and children the amounts range from 0.05 to 0.134 per 
cent, approximately the same as the sugar content of the blood. 
The amount in normal cerebrospinal fluid has been variously esti- 
mated by different authors from a minimum of 40 mg. for each 
100 cc. to a maximum of 134 mg. In contrast to this discrepancy 
Mestrezat,”® 27 who has done considerable work on the sugar of 
the cerebrospinal fluid, believes that it is allied to, if not identical 
with, the true and dialyzable sugar of the blood plasma. He gives 
the normal range as 55 to 65 mg. for each 100 cc., with an average 
of 59 to 60 mg. Most authors grant a much greater range of 
normal variation. Thalhimer and Updegraff,®’ by means of the 
Folin and Wu method, estimated the upper limit of normal as 60 
to 65 mg. Kelley ** concluded that the average amount of dextrose 
in the cerebrospinal fluid is 55 mg. Moates and Keegan ** made 
estimations on 203 specimens and found that the normal range was 
40 to 68 mg. Kraus and Corneille *® determined the sugar content 
in 22 normal cases and found the average to be 80 mg. with a range 
of 55 to 110 mg. Schloss and Schroeder ** estimated the spinal 
fluid sugar content in 45 normal children and found the normal 
range to be from 50 to 139 mg. Nawratski*® decided that the 
normal content of sugar in the cerebrospinal fluid is 55.5 mg. 
Kopetsky '® estimated it as 46 mg.; Hopkins,’* as 64 mg.; Levin- 
son,” as 64 to go mg. ; and Martin,”® as 44 to 56 mg. Alpers, Camp- 
bell, and Prentiss! found it to be 53 to 84 mg. Fontecilla and 
Sepulveda *° decided that the average was 50 mg. Leopold and 
Bernard *° found it to be 70 mg. Kaliski '® states that “ blood sugar 
is always higher than the spinal sugar. The sugar content of the 
spinal fluid is practically unchanged in the various organic and 
functional diseases of the central nervous system.” 

In comparison to the amount of work done upon sugar in the 
cerebrospinal fluid of normal conditions the amount done upon the 
sugar in the cerebrospinal fluid of neurosyphilis is indeed modest. 
In cases of undifferentiated neurosyphilis increased values were 
found by Verain and Vernet,** Boyd,® Kaplan,’® and Csaki ; * and 
decreased values were found by Borberg,* Holzmann,’? Kelley," 
Martin,”> and Becker.?, Normal values were reported by Kahler,” 
Rieger and Solomon,*? and Kraus and Corneille.*® In cases of tabes 
increased amounts were noted by Loéwy,** Kaplan,’*® Csaki,® and 
Polonovski and Duhot;*' normal values were found by Becker,’ 
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Kahler,’* and Rieger and Solomon ; *? and decreased values by Bor- 
berg * and Holzmann.*? In cases of general paresis normal values 
were found by Briand and Roquier,* Rieger and Solomon,** and 
secker.” Increased values were found by Csaki;* and decreased 
values by Borberg,® Holzmann,’* Kelley,’* and Polonovski and 
Duhot.** Alpers, Campbell, and Prentiss? found an average of 
65 mg. in cases of paresis without treatment and 55 mg. in cases in 
which treatment had been given. Weston *° found an average of 
71.8 mg. in cases without treatment and 72.5 mg. in cases with 
treatment. Hopkins,’* Stevenson,** and Weil ** have reported vary- 
ing results. Solomon ** states that the spinal fluid sugar of syphilis 
of the nervous system is practically always within normal limits. 
Craig * feels that syphilis of the central nervous system in any form 
lias no constant effect on the sugar content of the cerebrospinal fluid. 
Kraus and Corneille *® state that the range of sugar content in 21 
syphilitic cases was from 55 to 110 mg. with an average of 91.5 mg. 


EXPERIMENTAL PROCEDURE. 


All patients admitted to the Colorado Psychopathic Hospital and 
presenting any clinical signs or symptoms indicative of possible 
neural pathology receive lumbar spinal punctures. These punctures 
are performed as soon after admission as possible and the spinal 
fluid is drawn into sterile, dry test tubes, 13 mm. x 150 mm., for rou- 
tine determination of the gold curve, of the Wassermann reaction, 
and of sugar and protein contents. The fluid for the sugar determi- 
nation is placed in an ice box as soon as possible and remains there 
until the estimation of the sugar is to be made. Lowy ** found no 
decrease in spinal fluid sugar in spinal fluids that had stood from 
24 to 48 hours at room temperature and at 37 degrees C. Steven- 
son *® obtained the same results after the fluid had stood for two 
or more days. Lewis ** found a variation of not more than 5 mg. in 
fluids that had stood in an ice box for 10 days. 

The spinal fluids used in this study are from uncomplicated and 
untreated cases of neurosyphilis. The diagnosis was established 
through complete history from all possible sources, psychiatric 
examination of the patient, physical examination of the patient, 
and laboratory findings. 

The method for the determination of spinal fluid sugar is an 
application of the procedure of Folin and Wu ® for blood sugar. 
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The spinal fluid is treated with 0.5 cc. of 10 per cent sodium tung- 
state solution and then with 0.5 cc. of 2/3 N sulfuric acid to 
precipitate the protein. After centrifugalization, the clear protein- 
free supernatant fluid (a 1:1 dilution of the original spinal fluid) 
is used for determination of its dextrose content by the Folin-Wy 
blood sugar procedure, modified as to amounts for use with the 
Peebles-Lewis colorimeter.** The sugar content is expressed as 
mg. of glucose per 100 cc. of spinal fluid. 

The cerebrospinal fluid sugar values were handled entirely by 
means of the statistical technic which is known to be the most 
scientific in dealing with the results obtained. 


EVALUATION OF DATA. 


There are presented in this study the cerebrospinal fluid sugar 
values of 435 cases of uncomplicated and untreated neurosyphilis 
of which 350 are cases of general paresis, 43 are cases of tabes 
without psychosis, and 42 are cases of cerebrospinal syphilis with 
psychosis. 

Table 1 shows the detailed distribution of the cerebrospinal fluid 
sugar as measured in mg. per 100 cc. of cerebrospinal fluid. 


TABLE 1. 
Number of cases 
per 100 cc. Neuro- Tabes syphilis 
spinal fluid syphilis General without with 
(mg.). (total). paresis psychosis. psychosis. 
3 oO I 
4 3 oO I 
10 2 I 


s . 4 Oo Oo 
3 I I 
9 7 2 Oo 
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TABLE 1.—Conrinuep. 

Number of cases. 

Sugar Cerebrospinal 
per 100 cc. Neuro- Tabes syphilis 

) spinal fluid syphilis General without with 

, (mg.). (total). paresis psychosis. psychosis. 

19 14 2 3 
18 14 3 3 

t II 13 I I 
19 15 I 3 
OD 21 19 I 3 
3 2 1 
28 22 3 3 

S tos 6 6 0 

13 II I I 

13 10 0 3 
2 I 1 
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Table 2 shows the relationship of the obtained statistical constants 


in the four groups of cases. 


TABLE 2. 
Cerebrospinal 

Neuro- labes syphilis 

Statistical syphilis General without with 
constants. (total). paresis. psychosis. psychosis. 
Number of cases..... 435 350 43 42 
40-112 40-107 42-112 40-86 
62.75 62.97 64.36 61.05 
0.42 + 0.46 = 1.19 
+ 13.23 + 12.95 15.32 11.45 
ag ee + 8.92 + 8.73 + 10.33 + 97.92 

Table 3 shows the necessary equations for the determination of 


the existence of a true statistical difference between the means of 


the four groups of cases. 


TABLE 3. 
Significant difference between Means. 
Neurosyphilis and general paresis. 62.75 
62.97 
Neurosyphilis and tabes without 
64.36 
Neurosyphilis and cerebrospinal 
syphilis with psychosis...... 62.75 
61.05 
General paresis and tabes without 
psychosis ............... 62.97 
64.36 
General paresis and cerebrospinal 
syphilis with psychosis......... 62.97 
61.05 
Tabes without psychosis and 
cerebrospinal syphilis with 
............. 64.36 
61.05 


) 
* Unless the 


1.61 


1.70 


1.39 


1.92 


3-30 


PE. 


diff. 


1.6248 


1.2010 


1.6340 


1.2728 


1.9608 


D 
P.E. diff. 100° 
1.10 77 
0.99 75 
1.34 82 
0.85 72 
1.50 84 
1.68 87 


(critical ratio) is at least 4 (which is equivalent to 99.6-99.7 


chances in 100) it is not considered that a true difference has been demonstrated. 
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DISCUSSION. 


It is unfortunate that, except for generalities, it is not possible 
to correlate accurately the research that has been done on cerebro- 
spinal fluid sugar so far in normal and neurosyphilitic cases with 
the results obtained in this paper. This is due, not to the method 
of obtaining the data, but to the manner in which it is evaluated. 
Accurate evaluation can only be accomplished by means of the 
statistical procedure and its method of presentation. In this work 
this method has been exclusively employed because of the ease 
with which the results can be grasped and because mathematically 
the results are factual and capable of ultimate combination with 
similar facts of other workers in this field who use the same 
niethod. It is only in this manner that a true perspective of the 
cerebrospinal fluid sugar can ever be obtained. 

Values for cerebrospinal fluid sugar in normal individuals have 
been found by various workers to range from 40 mg. to 134 mg. 
in 100 cc. of cerebrospinal fluid, the average values being 46 mg. 
to 80 mg. For cases of neurosyphilis the values range from 55 mg. 
to 110 mg., with an average value of 65 mg. to 91.5 mg. 

In this study of 435 cases of neurosyphilis the range of sugar 
values for all types is 40 mg. to 112 mg. with a mean value of 62.75 
mg. The range and mean values of the various types of neuro- 
syphilis fall relatively closely to these figures (Table 2). Although 
there is this enormous range of sugar values for neurosyphilis, 
68.26 per cent of the cases fell between 49.51 mg. and 75.98 mg., 
making it probable that any case of neurosyphilis chosen at random 
has two chances in three that it will fall within this range, and 50 
per cent of the cases have cerebrospinal fluid sugar values from 
53.83 mg. to 71.67 mg., making it probable that one case of neuro- 
syphilis out of every two chosen at random will fall within this 
range. In the individual types of neurosyphilis this is likewise 
practically true (Table 2). 

The question may arise as to the accuracy of these figures 
(Table 2). The accuracy was established by determining the relia- 
bility of the means (Table 2). These were found to be more reliable 
than the experimental accuracy of the sugar estimations. 

Another question may arise as to the existence of a true difference 
in the mean quantity of cerebrospinal fluid sugar in neurosyphilis 
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and its various types. The essential facts relating to this aspect 
of the problem are presented in Table 3. From this table it is 
established that regardless of the type of neurosyphilis, a true 
difference cannot be demonstrated. 


SUMMARY 


A study of the cerebrospinal fluid sugar as measured in mg. per 
100 cc. of cerebrospinal fluid in uncomplicated and untreated neuro- 
syphilis is presented. 

The values obtained range between 40 and 112 mg. with a mean 
value for all cases of 62.75 mg. 

No true difference could be demonstrated between the mean 
values of the different types of neurosyphilis studied. 
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Proceedings of Societies. 


THE AMERICAN PSYCHIATRIC ASSOCIATION. 


PROCEEDINGS EIGHTY-NINTH ANNUAL MEETING. 


Boston, Mass., May 29-JUNE 2, 1933. 
TuEsDAY MoRNING SESSION. 


May 30, 1933. 


The eighty-ninth annual meeting of The American Psychiatric 
Association convened in the Grand Ballroom of the Hotel Statler, 
Boston, Mass., at ten twenty-five o’clock, the President, Dr. James 
V. May, of Boston, Mass., presiding. 

Dr. May called the meeting to order and indicated that it was 
a gratifying honor to have the privilege of opening the eighty- 
ninth annual session of The American Psychiatric Association. He 
called upon in turn, the following distinguished guests who wel- 
comed the Association to Boston: Hon. James M. Curley, Mayor 
of Boston; Dr. Halbert G. Stetson, President of the Massachusetts 
Medical Society ; Dr. Morgan B. Hodskins, President of the Massa- 
chusetts Psychiatric Society ; Hon. Herbert C. Parsons, President 
of the Massachusetts Society for Mental Hygiene. Dr. May in 
response, thanked the speakers for their cordial welcome to Boston. 

Dr. L. Vernon Briggs, Chairman of the Committee on Arrange- 
ments and Dr. Samuel W. Hamilton, Chairman of the Committee 
on Program, made announcements for their respective committees. 

The Report of the Council was presented by Dr. Clarence O. 
Cheney, Secretary-Treasurer, as follows: 


The Council met at the Hotel Statler, Monday, May 29, 1933, at 7 p. m., 
with 13 members present and the President presiding. 

The Secretary presented a report of the Executive Committee which was 
approved. This report will appear in full in the transactions. 

Regarding the reference by the Executive Committee to the Council of the 
matter of the annual address, the Council voted that it is the sense of the 
Council that the practice of having an annual evening address be discontinued. 
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The question referred by the Executive Committee of combining the Com- 
mittees on Standards and Policies and Medical Services was deferred for 
consideration at a later Council meeting. 

The matter of the reduction in the printing costs of the AMERICAN JOURNAL 
OF PsyCHIATRY was considered on reference from the Executive Committee 
and it was voted to request the manager of the present printing firm to come 
to Boston for a conference before definite action be taken. 

The Secretary presented the names of 23 applicants for fellowship, whose 
applications were approved last year for final action this year. The Council 
voted to recommend to the Association the election of these applicants as 
Fellows. The names of those applicants are on the lists before you at the 
present time. 

The Council voted to recommend to the Association the election of 136 
applicants as members—134 of those names are on the list presented to you 
at the present time with the addition of the names of Franz Alexander and 
Fritz Wittels, for consideration for election tomorrow morning. 

The Council unanimously voted to recommend to the Association the 
election of Eugene Kahn, Professor of Psychiatry of Yale University, as a 
Fellow of the Association. 

The Council voted to recommend to the Association the election of the 
following physicians as honorary members: Dr. Alex Ninian Bruce, Edin- 
burgh, Scotland; Dr. René Charpentier, Paris, France; Dr. Auguste Ley, 
Brussels, Belgium; Dr. Erwin Stransky, Vienna, Austria; Dr. Ellen Pot- 
ter, Trenton, N. J. 

And as corresponding member, Dr. Ralph A. Noble, of Sydney, Australia. 

The Council voted to recommend to the Association the transfer from cor- 
responding membership to honorary membership of Dr. David K. Hender- 
son, Edinburgh, Scotland. 

The Council voted to recommend to the Association the election as life 
members of the following physicians who have been active members or 
Fellows for 30 years: Dr. V. L. Goodwill, Charlottetown, Canada; Dr. 
Frank W. Langdon, Cincinnati, Ohio; Dr. Frank G. Norbury, Jacksonville, 
Ill.; Dr. Sidney Wilgus, Rockford, Ill. 

The Council voted to recommend the transfer to fellowship of Samuel S. 
Cottrell who has been a member for three or more years; the transfer of 
six other applicants was not recommended. 

The Council voted to recommend to the Association the reinstatement of 
the following former Feilow—Dr. Earl K. Holt, Harding, Mass., and the 
following for reinstatement as members: Dr. Seth F. H. Howes, Howard, 
R. I.; Dr. Ernest N. Poate, Southern Pines, N. C.; Dr. Henry R. Viets, 
Boston, Mass.; Dr. Samuel Ginsburg, Norwich, Conn. 

The application for reinstatement of another Fellow was approved on con- 
dition that he pay the arrears in dues for the intervening years. 

The resignations of the following members and Fellows were accepted, 
their dues being remitted in three instances: Members: Samuel Crittenden, 
Wakefield, Mass.; Emma H. Fay, Westborough, Mass. Fellows: Maude S. 
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Deland, Wichita, Kans.; Don P. Flagg, Los Angeles, Cal.; Walter Free- 
man, Washington, D. C.; Mary K. Isham, Cincinnati, Ohio; T. F. Neil, 
Lyons, N. J.; C. C. Odom, Washington, D. C.; J. T. W. Rowe, New York, 
N. Y.; Edward Ryan, Kingston, Ontario. 

The Council voted to drop 18 Fellows and 12 members who remain three 
years in arrears in dues after two notices and a special letter have been sent. 

The Secretary presented a petition from 24 members and Fellows for the 
formation of a Section on Psychoanalysis, under provision of Article V of 
the By-Laws of the proposed revision of the Constitution, and also a peti- 
tion for the formation of a Section on Forensic Psychiatry and Conduct Dis- 
orders, under the same provision of the proposed revised Constitution. The 
Council considered carefully these petitions and wishes to record its sym- 
pathy with and interest in the desires of the petitioners, but recommends to 
the Association that because of the arrangements being new in our experi- 
ence, approval of the organization of these Sections be given now for a 
period of three years, the continuation of the Sections beyond that period 
of time to be contingent upon the petitioning by the Sections for such a 
continuation and upon the approval of the Council and of the Association. 

The Council voted to recommend to the Association the adoption of the 
proposed revised Constitution as printed in the March, 1933, AMERICAN 
JouRNAL oF PsycHIATRY, with the following changes from that printed 
proposal: First, the elimination of the word “honorary” from the designa- 
tion of vice president where it occurs; secondly, a change in the wording 
for qualifications for members and Fellows in Sections 4 and 5 of Article III, 
to eliminate the words “be engaged exclusively,” and to substitute “ special- 
ized in,” with reference to the practice of psychiatry. 

There being no further business to come before the Council, adjournment 
was taken. 


PRESIDENT May.—The report of the Council, with the exception of the 
matter of passing upon membership which will come before you at a later 
time, is now before you for your consideration. A motion is in order that 
the report of the Council be approved. 


It was regularly moved, seconded and carried, that the report 
of the Council be approved. 

Reports of the Secretary-Treasurer, Dr. Clarence O. Cheney 
were then presented. The report of the Treasurer was referred to 
the Auditing Committee. The full reports are printed with the 
other committee reports in these proceedings. 

The President announced the appointment of the following 
Nominating Committee: Dr. William L. Russell, of New York, 
Chairman ; Dr. Earl D. Bond, Pennsylvania; Dr. F. A. Carmichael, 
Kansas. 
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The President also announced the appointment of the following 
Committee on Resolutions: Dr. Arthur H. Harrington, Rhode 
Island, Chairman; Dr. Roger C. Swint, Georgia, Dr. Forest C. 
Tyson, Maine. 

Upon the request of the President, the audience rose for a 
silent tribute to the memory of deceased Fellows and Members 
who had passed away since the last meeting, the names being read 
by the Secretary. The names were as follows: 


Clark T. Elder, M. D., Cleveland, Ohio, died June 8, 1932. 

Michael Osnato, M. D., New York, N. Y., died June 15, 1932. 
Theodore I. Townsend, M. D., Binghamton, N. Y., died June 22, 1932. 
Theodore A. Hoch, M. D., Northampton, Mass., died August 4, 1932. 
William E. Wright, M.D., Harrisburg, Pa., died August 30, 1932. 
John N. Thomas, M. D., Alexandria, La., died September 19, 1932. 
William H. Vorbau, M. D., Lima, Ohio, died October 7, 1932. 

W. B. Kern, M.D., Los Angeles, Cal., died October 14, 1932. 

Albert Anderson, M.D., Raleigh, N. C., died October 16, 1932. 
William MacLake, M. D., Marion, Ohio, died November 12, 1932. 
Theron J. Vosburgh, M. D., White Plains, N. Y., died December 4, 1932. 
George M. Kline, M. D., Boston, Mass., died January 5, 1933. 
Edward N. Brush, M. D., Baltimore, Md., died January 10, 1933. 
Richard Blackmore, M. D., Northport, L. I., died February 6, 1933. 
Owen Copp, M.D., Philadelphia, Pa., died April 17, 1933. 

Albert E. Brownrigg, M. D., Sheridan, Wyo., died May 3, 1933. 

Isaac J. Furman, M. D., New York, N. Y., died May 5, 1933. 


Henry A. Cotton, M.D., Trenton, N. J., died May 8, 1933. 


The President called upon Dr. C. Macfie Campbell to pay special 
tribute to Dr. George M. Kline, President of the Association during 
1926-1927. Dr. Campbell spoke as follows: 


Mr. President, on January 5 of this year, the Commonwealth of Massa- 
chusetts sustained a very severe loss in the death of Dr. George M. Kline. 
The contribution which an official in the position of Dr. Kline makes to a 
great state is one of the greatest importance, for the cultural value of a state 
can perhaps be best estimated by the way in which it deals with the educa- 
tion of the young and by the way in which it deals with those who have 
fallen by the wayside temporarily or permanently, who have suffered casual- 
ties, physical or mental or economic. 

Dr. Kline brought to his position as Commissioner of Mental Disorders 
in the Commonwealth of Massachusetts a very rich experience. From the 
very beginning of his medical career, from his graduation from the Uni- 
versity of Michigan in 1901, he had devoted himself to this special subject. 
One finds in his life an unusual continuity and consistency. 
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After one year in the Worcester State Hospital he spent four years in 
Iowa, then we have him carrying on his work at Ann Arbor after which he re- 
turned to Massachusetts to take charge of the Danvers State Hospital; from 
1916 onward he was responsible for the direction of the state activities deal- 
ing with mental disorders in Massachusetts. 

To review the work which Dr. Kline did during his 16 years of associa- 
tion with the state department would be to write a most complicated and 
interesting study of social evolution. Dr. Kline brought to his work an 
extremely serious social response to the demands made upon him, a pro- 
found interest in doing his best for others and in living up to a high standard 
of loyalty. He brought to his position unusual energy, systematically and 
continuously employed. He brought a talent for organization of a very 
rare order, he had a sense of the fitness of things, good practical judgment, 
and perhaps a certain joy of battle in dealing with persons and situations, 
which enabled him to carry through projects which other people might have 
had the desire but not the determination to undertake. 

If one were to make the briefest mention of some aspects of his work, one 
would refer to his talent for organization which enabled him to standardize 
and to systematize the work of a large state system, bringing into the 
administration of the state hospitals principles which made the work of the 
officials simpler, more uniform and economical. 

Economy, organization, system, impersonal factors were not his primary 
care; his primary care was the condition of the sick people entrusted to his 
charge, he raised and maintained the level of medical and nursing care in 
the state hospital system, he was continuously active in seeing that the 
highest standards possible with the appropriations at his disposal were 
maintained. 

His work was not merely that of looking after the sick, carrying out an 
obvious responsibility of the state. He had foresight; he thought in pre- 
ventive terms. He considered the economic burden of this problem, and 
looking forward into the future he considered what practical measures could 
be taken which would do something to prevent the appalling and steady 
increase of patients. With this in view he organized throughout the whole 
commonwealth a system of outpatient clinics and child guidance clinics, the 
slow infiltration of the influence of which into the lives of the households of 
this community is a very important factor in the cultural life of the 
commonwealth. 

It was not merely in regard to the practical aspects of professional work 
that Dr. Kline showed his excellence. He was also interested in scientific 
matters, he was always most sympathetic with regard to any project which 
tended towards the increase of human knowledge, most sympathetic towards 
any research, willing to give his time and his experience in order to favor 
any reasonable plan. 

His experience was such that he was widely consulted, widely honored. 
This Association conferred on him its highest honor. The Federal Govern- 
ment was glad to consult him. He was a member of the Medical Council of 
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the Veterans’ Bureau. He surveyed and advised in many states. He re- 
ceived a national decoration from France on account of valuable advice given 
to the Dominion to the North. 

While devoting himself so strenuously and continuously and systematically 
to his professional tasks, Dr. Kline was a genial friend. He was unassuming, 
he was modest. I never heard him preach. Any person who received any 
inspiration from Dr. Kline got it from the content of his life. 

He leaves his family the memory of a blameless life, to his colleagues the 
inspiration of a life of high professional idealism and to the commonwealth 
and to the nation a social contribution which it will be hard to over-estimate. 


The President called upon Dr. Ross McC. Chapman to pay a 
special tribute to Dr. Edward N. Brush, President of the Associa- 
tion during 1915-1916. Dr. Chapman spoke as follows: 


On the evening of the tenth of January, there died at his home in Baltimore 
one of the most respected and loved of our Fellows, a former president of 
this Association, Edward Nathaniel Brush. Only ten days before he had 
attended meetings of the editorial board of the AMERICAN JOURNAL oF 
PsycHiaTry and of the Executive Committee of The American Psychiatric 
Association in New York. A few days after his return he contracted an 
attack of bronchitis. Pneumonia ensued. He was seriously ill but a day or 
two. So passed one of the really great figures in American psychiatry. 

Dr. Brush was born in Erie County, New York, on the 23d of April, 1852. 
His preliminary education was secured in Buffalo, N. Y., and he graduated 
in medicine from the University of Buffalo in 1874. After four years in 
general practice during which he manifested a special interest in surgery, 
Dr. Brush accepted an opportunity to work in the pathological laboratory 
of the State Lunatic Asylum at Utica, N. Y., now the Utica State Hospital. 
It was a temporary position which he accepted on account of a special interest 
in pathological research, but falling under the influence of the medical super- 
intendent, Dr. John P. Gray, one of the great men of his day, his interest in 
nervous and mental diseases grew and he devoted himself thereafter to the 
care and treatment of the mentally ill. He remained at the Utica Hospital 
from 1878 to 1884. In that year he accepted an appointment to the staff of 
the Pennsylvania Hospital for the Insane at Philadelphia where his pro- 
fessional activities were marked by such distinction that on the opening of 
the Sheppard Asylum, later the Sheppard and Enoch Pratt Hospital, at 
Towson, Md., in December, 1891, Dr. Brush was offered and accepted the 
position of medical superintendent. 

In his new post; Dr. Brush as physician and administrator built wisely. 
Opportunity was given him to guide the young hospital along safe paths, to 
establish its clinical attitude and quality, its standing before the medical 
profession and the public at large, to lay down sound financial and adminis- 
trative policies in keeping with the benevolent intent of the founder. In 
those important early years he laid an enduring foundation. His influence 
on the future of the hospital of which he was the first medical superintendent 


1933] PROCEEDINGS OF SOCIETIES 385 


was far reaching. He developed and ever kept about him a staff of able 
young men whom he stimulated not only to sound medical practice but to 
earnest effort in the fields of clinical and pathological research. In his staff 
selections, his clinical and literary companionships, he reflected the attitude 
of Osler whom he quotes in his presidential address given in 1916. Speaking 
of the clinician: “ He must walk with the boys or else he is lost, irrevocably 
lost; not all at once but by easy grades. .... To keep his mind plastic and 
impressionable, he must travel with men who are doing the work of the 
world, the men between the ages of 25 and 40.” 

No one in this country did more than he to develop occupational therapy. 
A frequent contributor to medical journals himself, he encouraged the 
members of his staff to write. 

It seems best at this point to record an event of first importance in the 
full and happy life of our friend, his marriage on the 18th of September, 
1879, to Miss Delia Austin Hawley of Buffalo, N. Y. Hers was a powerful, 
a stimulating influence during his hospital years, until her death on Decem- 
ber 20, 1911. Three children were born—Lavinia (Mrs. W. Hall Harris), 
Florence (Mrs. Lloyd Parker Shippen), and Nathaniel Hawley, now a 
well-known psychiatrist in Santa Barbara, Cal. 

On August 6, 1914, Dr. Brush married Miss Marie Hartman of Baltimore. 
Their happy and devoted companionship we all know who have seen them 
together regularly for many years at these annual meetings of the Association. 

Dr. Brush retired from the medical superintendency of the Sheppard and 
Enoch Pratt Hospital on the first of April, 1920, to devote himself chiefly 
to his editorial duties, though he continued active as a consultant and main- 
tained his medico-legal interests which made frequent demands on him. 

Even before his graduation he had shown unusual ability as a writer on 
medical subjects. Within a few months after he acquired his degree he was 
appointed to the associate editorship of the Buffalo Medical Journal and 
there began an editorial career which lasted with only brief interruptions 
until the day of his death. For 40 years he was a member of the editorial 
board of the AMERICAN JOURNAL OF PsycHIATRY—the oldest and most 
widely read psychiatric journal published in this country. During 27 of 
these years he was editor-in-chief. Possessed of a fine sense of discrimina- 
tion—literary, medical and scientific—it would be difficult to over-estimate 
the extent of his quiet influence for nearly a half century on medicine— 
particularly psychiatry—and medical education at home and abroad. Not 
only through his sound judgment in the selection of papers for publication 
but through his own contributions to the editorial page he was a constant 
stimulant to progress in his chosen field. 

In 1915 he was elected President of The American Psychiatric Association, 
and presided at the annual meeting of the Association held at New Orleans 
April 4-7, 1916. 

He was a former President of the Medical and Chirurgical Faculty (the 
State Medical Society) of Maryland and one of the founders of the Mental 
Hygiene Society of that state. He was an honorary member of various 
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foreign societies. To the people of Maryland he was well known for his not 
infrequent contributions to the newspapers indicating invariably his thought- 
ful interest in the affairs of county, city and state. 

A teacher of great ability from his early days he was for many years 
Professor of Psychiatry at the Baltimore College of Physicians and Surgeons 
and at the Medical School of the University of Maryland until he resigned 
in 1920, 

He had a great capacity for friendship. To those of us who knew him 
well, Dr. Brush was a constant joy and inspiration. One never thought of 
him as having grown old. Keen of intellect, companionable, with a delight- 
ful sense of humor and a fund of good stories on which he could always 
draw, he loved youth and the spirit of youth never left him. Upright, stead- 
fast, courageous, always the champion of the cause or deed which seemed to 
him right, philosopher, sound advisor, loving and considerate husband and 
father, good friend—we see him leave us with heavy hearts. May I finally 
quote from a letter which I have recently been privileged to read from an 
old and dear friend to another old and dear friend, both of whom this Asso- 
ciation also holds in affectionate regard. It expresses clearly the feeling of 
all of us. “I can never have another friend like him—so wise and loyal, 
generous and genial. Blessed be his memory.” 


Dr. May then called upon Dr. Earl D. Bond to pay a special 
tribute to Dr. Owen Copp, President of the Association during 
1920-1921. Dr. Bond spoke as follows: 


Dr. Owen Copp was born in Salem, N. H., in January of 1858, and died 
suddenly in Seville, Spain, last April, in his 75th year. 

Forty-five years of active psychiatric life were divided between Massachu- 
setts and Pennsylvania. After serving as assistant physician and assistant 
superintendent at the Taunton State Hospital, he was appointed executive 
officer of the Massachusetts State Board of Insanity in 18098, having had 
experience in construction of the New Monson State Hospital before that. 

As so many of you know, he bound together the institutions of this com- 
monwealth and advanced his triad of ideas, a central service flanked by a 
psychopathic hospital on one side and a farm colony on the other. In 1900 
his special report to the Massachusetts legislature brought dependent mental 
patients out of almshouses into state care. In 1904, he inaugurated the sup- 
port division which sometimes collected over $1,000,000 in a year. In 1906, 
he established the financial division to compare the business operations of 
different hospitals, according to Dr. Copp’s idea of the ideal balance between 
central and local authorities. 

In 1908, he recommended a metropolitan hospital for at least 2000 patients, 
and in 1909, he appointed the first state pathologist, a momentous appoint- 
ment. His last major achievement in this state was the planning and con- 
struction of the Boston Psychopathic Hospital. 

In 1911, he transferred his energies to the Pennsylvania Hospital in 
Philadelphia which he awakened and where he transformed methods, equip- 
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ment, staff, and built for a coming generation, keeping a perfect balance 
between business administration and medical research—a rare gift which 
was fully shared by his successor in Massachusetts, Dr. Kline. 

It is pleasant to remember that in his last eight years of work he was 
relieved of administration and was free to crown his life by building the 
Institute for the Pennsylvania Hospital. 

It is also pleasant to remember that his last three years were spent in 
care-free wanderings about Mediterranean lands and to the last minute of 
his life, he was vigorous, energetic, a dynamo. He never knew fatigue or 
illness. He tied many friends to him by his simplicity, directness, unselfish- 
ness and vision, and his friends remained loyal. 


PresIDENT May.—I will ask the Vice President, Dr. George H. Kirby, 
to take the chair for the time being. 


Dr. Kirby took the chair. 


CHAIRMAN Kirpy.—One of the outstanding events of our annual meeting 
is the address by the President. I am sure that we all have been looking 
forward with special interest to the discourse to be delivered this morning 
by our distinguished President, Dr. James V. May. 

It is a pleasure now to call on Dr. May to deliver his address. 


President May read his prepared address, which was printed in 
full in the AMERICAN JOURNAL OF PsycCHIATRY, July, 1933. 


CHAIRMAN Kirsy.—I would like to call upon one of our past Presidents 
to express the appreciation of the Association to Dr. May for this very 
thoughtful address in which he has dealt with problems of such vital impor- 
tance for our specialty and for our Association. 

Will Dr. White make the response? 


Dr. Witt1AM A. Wuite.—Mr. President, Mr. Chairman and Members of 
the Association: I think most of you, like myself, who know Dr. May very 
well might have expected some such address as he has given us, an address 
that points to very important developments of the times and indicates very 
clearly wherein our duty and our opportunities lie and how our future must 
be planned in order that we should go ahead along the lines of the traditions 
of the past. 

I am not going to occupy you for more than a few moments, but I am 
going to take this opportunity to emphasize some of the things that Dr. May 
has said. I know that it is a bit out of order to discuss a presidential address 
and I don’t take it that this is a discussion in the ordinary meaning of that 
term, but it is an opportunity which I have been granted and I want to 
take advantage of it. 

Those of you who have been members of the Association for a good many 
years know something of the traditions of our work. We have been for a 
long time what Dr. Salmon used to call the Cinderella of medicine, but we 
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have had an important function to perform. We have taken care of the 
patients either that nobody else wanted or that nobody else knew anything 
about or knew what to do with. We have always been glad to assume that 
responsibility. We have never turned patients away from our doors for any 
of those reasons. 

In the early days, before we became very scientific, the leaders in this 
branch of medicine had a stupendous task to perform which was essentially 
of a social and philanthropic nature, and they did that task and they did it 
well. Now we have built up a great organization which has great influence, 
incidentally controls directly or indirectly the expenditure of large funds in 
the various states, employs a very large personnel and has become attractive 
to a great many individuals. Dr. May has graphically portrayed to you how 
this field is being invaded by outsiders from all directions. 

If we are going to maintain leadership, if we are going to set standards, 
we must cease to be just a nice social organization that gets together once 
a year, meeting our friends and having a good time. The development which 
confronts us now has been forced upon us by necessity. I take it that the 
necessity is just the sort of necessity that arises in any group of individuals 
that have similar interests. We begin to differentiate, Sections begin to form, 
other societies begin to join with us, and we begin to have, whether we wish 
it or not, responsibilities forced upon our shoulders. We are looked to to 
assume leadership. We are looked to to establish standards, and we have 
got to accept these responsibilities of leadership or else we are going to be 
pushed aside and somebody else is going to take our place, somebody else 
less qualified than we are to do these things, and we are going to have to 
stand by and see these less qualified people step in. 

Now, why do we feel that it is essential that we should go forward with our 
work in establishing and maintaining leadership? One very definite and 
outstanding reason, which has been a tradition of our organization from the 
very beginning, is that we need to do this because of the welfare of the 
patients for whom we are responsible. For years this organization fought 
the political control of public institutions because the political control of 
public institutions meant bad treatment, neglect, cruelty, ignorance and abuse; 
and as the spokesmen of the welfare of the patient we fought that political 
influence. We haven't altogether succeeded in eliminating it, but we have 
gone a long way. 

Now we are facing another critical situation, a critical situation which 
again means the coming into control, if we are sufficiently passive to let it 
happen, of inexperienced and untrained people who are looking for opportu- 
nities for self-aggrandizement in this field. 

Now, therefore, I would counsel you to pay strict account to the advice 
of your President, to pay attention to what is going on in these meetings, to 
realize when you are called upon, as you will be, to vote upon the revised 
Constitution, that this revised Constitution provides machinery for carry- 
ing out all of the recommendations that the President has made directly or 
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by implication in his address. It provides for the creation of a board which 
shall review this whole question, which shall take up the question of stand- 
ards, both for admission to membership in the Association and for other 
purposes. 

If you believe that this ideal that he has set forth in his address is worth 
anything at all, is worth putting into effect, then you will vote for creating 
the machinery which will enable this organization to act and act immediately 
and promptly and effectively. If you sit idly by and do nothing, the next 
annual meeting may be too late. Therefore, I trust that you will take his 
words to heart, his advice supplemented by my admonition, because I feel 
that the matter is serious, the danger is imminent and the future lies with 
us because this program is a program which looks not only to the immediate 
present, but it looks to the future of the care of the mentally ill in this coun- 
try, which is, after all, the thing that is most near to our hearts. Thank you. 


CHAIRMAN Kirpy.—I will be glad to entertain a motion for a rising vote 
of thanks to Dr. May for his address. 


The audience arose and applauded. 


CHAIRMAN Kirpy.—The Association is now adjourned until two o’clock 
this afternoon. 


The meeting adjourned at twelve-fifty o’clock. 


TurspAY AFTERNOON, May 30, 1933. 
SECTION I—STUDIES IN PATHOLOGY. 


With President May presiding, the following program was pre- 
sented at this section : 


“Alzheimer’s Disease: A Clinicopathologic Study of Five Cases,” by Dr. 
David Rethschild, Foxborough, Mass. 

Discussed by Dr. Charles I. Lambert, New York, N. Y. 

“Cerebral Anemia: A Discussion of the Mechanism and a Case Report,” 
by Dr. Stanley Cobb, Boston, Mass. 

Discussed by Dr. Seymour DeWitt Ludlum, Gladwyne, Pa. 

“The Argyll-Robertson Pupil: An Anatomical-pathological Explanation of 
the Phenomenon With a Survey of its Occurrence in Neurosyphilis,” 
by Dr. H. Houston Merritt and Dr. Merrill Moore of Boston, Mass. 

Discussed by Dr. William W. Wright, Marcy, N. Y. 

“ Histopathological Findings in Two Cases Clinically Diagnosed Dementia 
Precox,” by Dr. Armando Ferraro, New York, N. Y. 
Discussed by Lydia Baker Pierce, Westborough, Mass. 

“The Tissue Changes Taking Place During Malaria Treatment of General 
Paralysis,” by Dr. Walter L. Bruetsch, Indianapolis, Ind. 
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SECTION II— ADEQUATE PSYCHOTHERAPY IN PUBLIC 
MENTAL HOSPITALS. 


With Dr. George H. Kirby presiding, the following program, 
constituting a symposium on psychotherapy in public mental hospi- 
tals, was presented : 


“Psychotherapy in Public Mental Hospitals: The Present Situation,” by 
Dr. Richard H. Hutchings, Utica, N. Y. 

“Determinants of Adequate Psychotherapy in a Public Mental Hospital,” by 
Dr. Leland E. Hinsie, New York, N. Y. 

“ How Psychotherapy Should be Organized,” by Dr. Roscoe W. Hall, Wash- 
ington, D. C. 

“Obstacles to Adequate Psychotherapy,” by Dr. Lewis B. Hill, Bealti- 
more, Md. 

“Financing Adequate Psychotherapy,” by Dr. George H. Preston, Balti- 
more, Md. 


These papers were discussed by Drs. Robert Woodman, Middle- 
town, N. Y.; Howard W. Potter, New York, N. Y.; Isador H. 
Coriat, Boston, Mass. ; Arthur P. Noyes, Howard, R. I.; William 
A. White, Washington, D. C.; and Henry I. Klopp, Allentown, Pa. 


WEDNESDAY MorniNG SESSION. 


May 31, 1933. 


The meeting convened at nine fifty-five o’clock, President May 
presiding. 


PRESIDENT May.—One of our most distinguished past Presidents, and an 
Editor Emeritus of the AMERICAN JOURNAL OF PsycHIATRY, I am pleased 
to announce, is in the audience this morning and in attendance at this session. 
I am going to take the liberty of asking Dr. G. Alder Blumer if he won't be 
kind enough to say a few words to the Association at this time. 


Dr. G. ALDER BLuMER.—Mr. President, Ladies and Gentlemen: You will 
hardly believe me, I think, when I say that this is the first time that I have 
ever talked into a microphone and I confess that that is an additional em- 
barrassment. However, I am very glad to respond to the very kind invita- 
tion of Dr. May to exhibit myself to this audience this morning. I look 
upon it as an exhibition in view of what he has said about my being an 
ex-President and former editor of the AMERICAN JOURNAL OF PSYCHIATRY. 

When in her old age, it is said that Queen Elizabeth was unwilling to 
recognize the patent fact of advancing years and once destroyed the die of 
a shilling that was a too faithful effigy of herself; and she is recorded as 
having bluntly told a bishop who preached from the text: “So teach us to 
number our days,” that he might keep his arithmetic for himself. 


B 
loo 
hi 
mee 
and 
in 
to 
ing 
I 
cia 
edit 
fiel 
ha 
tha 
anc 
da 
| lit 
ad 
the 
sot 
| de 
cis 
se 
of 
A 
S 
ci 
n 

| 
| 0 

| 


1933] PROCEEDINGS OF SOCIETIES 391 


But I am quite willing to recognize my advancing age, especially when I 
jook upon this audience and see so few of those whom I knew years ago, for 
I have attended but few meetings of this Association in many years. My last 
meeting was at the International Congress in Washington three years ago, 
and before that I had not been present at a meeting since the one in Cleveland 
in 1920. That being so, I find it very confusing to meet old friends and fail 
to recognize some of them who are kind enough to address me, to say noth- 
ing of the vast multitude whom I have never seen before. 

It is a great pleasure for me to see what advances have been made, espe- 
cially in the JouRNAL or Psycuratry, since I had the honor of being its 
editor, and to note the remarkable progress that has been achieved in all the 
fields of psychiatry. I have listened to some of the addresses and papers that 
have been read here, and I think I may say (having reached a stage at which 
that confession may be made) that many of them are entirely over my head, 
and perhaps below my interest. Fortunately, in Section II, I was able yester- 
day to follow each reader and to understand perfectly all that was said there. 

I don’t know that I have anything to say in addition to these halting re- 
marks for which, as I now say to the President in apology, if I had known a 
little earlier what was on foot, I should have made some preparation before 
addressing this distinguished audience. It remains, therefore, only to thank 
the President and to thank you, ladies and gentlemen, for listening to this 
somewhat trite and commonplace utterance and to assure you and our Presi- 
dent that my gratitude for the privilege will long outlast the pleasant occasion. 


PRESIDENT MAy.—Thank you, Dr. Blumer. 
Next in order is the report of the Council, Dr. Cheney. 


SECRETARY CHENEY.—Mr. President and Members of the Association: 
The Council met at the Hotel Statler at 5 p. m., May 30, 1933. 

Dr. Edwin W. Cocke, of Tennessee, presented an invitation for the Asso- 
ciation to meet in Memphis, Tenn., in 1934. Dr. Cocke introduced a repre- 
sentative of the Memphis Chamber of Commerce who discussed the advantages 
of Memphis as a meeting place. 

The Secretary read invitations from the President of the New York 
Academy of Medicine, the President of the New York County Medical 
Society, the New York Psychiatric Society and the New York Society for 
Clinical Psychiatry, to hold the 1934 meeting in New York City. The Coun- 
cil voted to defer final decision regarding the meeting place until a later 
meeting of the Council. 

The Council considered various committee reports which had been previ- 
ously printed and distributed to Council members prior to the annual session. 
The Council voted to recommend to the Association the acceptance of the 
reports of the Committees on Medical Services, Activities of the Neuropsy- 
chiatric Division of the Veterans’ Bureau, Legal Aspects of Psychiatry, 
Standards and Policies, Research, Nursing and Relations with Social 
Sciences. 
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The report of the Committee on Psychiatric Social Service was voted for 
acceptance with minor changes in the wording, particularly the substitution 
of the word “ patient” for the word “ client,” as used in that report. 

The Chairman of the Committee on Ethics reported that he had no report 
to make. 

The relationships of the fields of activity of the Committees on Standards 
and Policies and Medical Services were discussed, and it was voted to refer 
consideration of this matter and the reorganization of the committees of the 
Association in general to the Executive Committee for report and recom- 
mendations next year. 

Dr. Whitehorn presented his report as representative of the Association 
on the National Research Council. This was voted for acceptance by the 
Council. 

In view of the reported decision of the National Research Council not to 
pay the expenses of representatives attending the meeting of that Council, 
our Council voted to authorize the payment of the necessary traveling expenses 
of our representative to the National Research Council meeting. 

The Council voted to approve the request of the Chairman of the Com- 
mittee on Legal Aspects of Psychiatry for authorization of payment of 
expenses of the two members of the committee on attending a conference 
with the committees of the American Bar Association and the American 
Medical Association at Chicago in June. 

The Council adjourned to meet Wednesday morning, 


PRESIDENT May.—You have heard the report of the Council as submitted 
by Dr. Cheney. Is there any objection to the acceptance of this report? 
If there is no objection, it will be received as read. 

Next in order is the election of members recommended by the Council. 


SECRETARY CHENEY.—The members to be considered now for election have 
their names on the sheets which we consider a ballot, presented before you. 
There are 23 applicants for Fellowship who are listed thereon, and 136 
applicants for membership; 134 of those names being on the list, but the 
voting to take place, in addition, on the names of Franz Alexander and Fritz 
Wittels. 

The first procedure, then, is to vote for the election of the 23 applicants 
for fellowship and 136 applicants for membership. 


PRESIDENT May.—What is your pleasure in this matter? 


It was regularly moved, seconded and carried, that the Secretary 
cast one vote for the applicants for Fellowship and membership. 
(These names are printed on pages 448-450.) 


SECRETARY CHENEY.—The ballot is cast, sir. 
The next special consideration for election is Dr. Eugen Kahn, Professor 
of Psychiatry at Yale University, as a Fellow of the Association, recom- 
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mended by special unanimous vote of the Council. This comes before the 
Association, therefore, for special action, for direct election of Dr. Kahn as 
a Fellow. 


PRESIDENT May.—This recommendation is submitted for your considera- 
tion at this time. 


It was regularly moved, seconded and carried, that the recom- 
mendation be approved and Dr. Kahn be elected as a Fellow. 


SECRETARY CHENEY.—The next matter for approval by the Association is 
the election of certain Honorary Members, as recommended by the Council 
to the Association. The names proposed are: Dr. Alex. Ninian Bruce, Edin- 
burgh, Scotland; Dr. René Charpentier, Paris, France; Dr. Auguste Ley, 
Brussels, Belgium; Dr. Erwin Stransky, Vienna, Austria; Dr. Ellen Potter, 
Trenton, N. J. 

Also, at the same time we may consider the election of Dr. Ralph A. 
Noble, Sydney, Australia, as a corresponding member of the Association. 

Those six names are before the Association now for consideration and 
election. 


Dr. Britt.—I move the Secretary be empowered to cast one ballot for 
the election of the members whose names were read. 


The motion was seconded, put to a vote and carried. 


SECRETARY CHENEY.—The ballot has been cast, sir. 

The Council recommends, as was indicated yesterday, the transfer from 
corresponding membership to honorary membership of Dr. David K. Hen- 
derson, Professor of Psychiatry, Edinburgh, Scotland, in recognition of his 
attainments. 


Dr. C. MAcFIE CAMPBELL.—I move the recommendation of the Council be 
approved. 


The motion was seconded, put to a vote and carried. 


PresIpDENT May.—Next in order is the report of the Auditors. 


SECRETARY CHENEY.—I present for the Auditing Committee, at its request, 
the following report. 


Secretary Cheney read the report of the Auditing Committee. 
(This report is printed with other reports in these proceedings. ) 


PRESIDENT May.—You have heard the report of the Auditors and the 
recommendations made by them. What is your pleasure in this matter? 


Dr. Britt.—I move this report be accepted as read. 


The motion was seconded, put to a vote and carried. 
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PresIDENT MAy.—Next in order is the report of the Committee on Reyj- 
sion of the Constitution, Dr. Earl D. Bond, Chairman. 


Dr. Bonp.—This committee reported to the Association at the last annual 
meeting its revision of the Constitution. Since then it has received sugges- 
tions and incorporated many of them. However, the report stands essen- 
tially now as it did a year ago. Two days ago this committee’s report was 
submitted to the Council with four unimportant corrections—practically 
proof-reading corrections. The Council at that time recommended two 
important changes, which I wish to mention. 

The committee then submits its report as published in the JouRNAL oF 
Psycuiatry in March, 1933, with these two changes: First, in Article III, 
Section 3, instead of an Examining Board of five members, the Council 
recommends, and the committee accepts the change to, “a board of not less 
than five members.” 

Also in Article III, Sections 4 and 5, the Council recommends and the 
committee accepts the following change: The present sentence reads, “ Fel- 
lows hereafter shall be chosen from members of not less than one year’s 
standing who have been engaged exclusively in the practice of psychiatry 
for at least six years.” It is recommended that this be changed to “ Fellows 
hereafter shall be chosen from members of not less than one year’s standing 
who have specialized in the practice of psychiatry for at least six years.” 

In Section 5, there would be the corresponding change from “ be engaged 
exclusively ” to “ specialized.” 

Otherwise this report stands as published, 


Preswwent May.—You have heard the report of the Committee on Revi- 
sion of the Constitution. I think the committee should be commended for 
the excellence of its work. It has been working on this problem for some- 
thing like three years. 

The report and the revised Constitution as proposed is now before you 
for your action. 


Dr. Kioprp.—Mr. President, Members of the Association: As stated by 
your President, the Committee on Revision of Constitution and By-laws has 
functioned for three years. A copy of its first study was sent to the mem- 
bers of the Association. Suggestions and criticisms were solicited and these, 
as stated by the Chairman, were incorporated. The Chairman presented the 
report covering the revision at its last annual meeting in Philadelphia. The 
committee report appeared in two numbers of the JouRNAL. The report was 
accepted, as you heard yesterday morning, by the Council, with the sugges- 
tions of amendments stated and reported by the Chairman this morning. 

I, therefore, move that the report on the revision of the Constitution and 
By-laws be accepted and adopted as a whole by the Association. 


The motion was seconded by Dr. Brill. 


PRESIDENT May.—You have heard the motion made by Dr. Klopp, and 
it has been seconded. This brings the matter of adopting the Constitution 
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before you. Only Life Members, Fellows and Members are eligible to vote 
on the revision of the Constitution. 


The motion was put to a vote and carried. 


PreSIDENT May.—The Constitution as revised and as submitted by the 
committee, of which Dr. Bond is Chairman, is adopted by the Association. 

It becomes effective immediately, as has been suggested by Dr. Cheney. 

I will now call for the report of the Nominating Committee, Dr. William 
L. Russell, Chairman. 


Dr. Witu1AM L. RusseLtt.—Mr. President, Fellows and Members: Your 
committee begs to present the following nominations: For President, George 
H. Kirby, of New York. For President-Elect, C. F. Williams, of South 
Carolina. For Secretary-Treasurer, William C. Sandy, of Pennsylvania. 
For Councillors—3-year term: James V. May, of Massachusetts; C. C. 
Burlingame, of Connecticut; Edward A. Strecker, of Pennsylvania; Arthur 
P. Noyes, of Rhode Island. For the unexpired term of C. F. Williams, 
nominee as President-Elect, G. Kirby Collier, of New York. For the unex- 
pired term of William C. Sandy, nominee as Secretary-Treasurer, Marcus 
A. Curry, of New Jersey. For Auditor, Mortimer W. Raynor, of New York. 


PRESIDENT MAy.—You have heard the report submitted by the Nominat- 
ing Committee. Are there any other nominations for any of these offices? 
If not, what action do you propose to take on the recommendations made? 

It was regularly moved, seconded and carried, that the report 
be received and accepted and the Secretary be instructed to cast 
one ballot for the names submitted by the Nominating Committee 
for the positions enumerated. 

There being no unfinished business or new business to come 
before the Association, the meeting proceeded to a joint session 
with the American Psychoanalytic Association, Dr. May turning 
the gavel over to Dr. A. A. Brill, President of the American Psycho- 
analytic Association, who presided while the following program was 
presented, with the exception that when Dr. Brill read his own 
paper, Dr. William A. White presided: 

“Homerotism and Paranoia,” by Dr. A. A. Brill, New York, N. Y. 

“Relations Between the Unconscious and the Reality Principle,” by Dr. 
Thomas M. French, Chicago, III. 

“A Psychonanalytic Theory of Hallucinations,” by Dr. Isador H. Coriat, 
Boston, Mass. 


“Unconscious Mechanisms in Neurotic Depressions,” by Dr. Sandor Rado, 
New York, N. Y. 


“Erotization of Thinking,” by Dr. C. P. Oberndorf, New York, N. Y. 


Owing to the lateness of the hour, there was no discussion of 
these papers. 
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WEDNESDAY AFTERNOON, May 31, 1933. 
SECTION I. 


In this section which was a joint session with the American 
Association for the Study of the Feebleminded, with Dr. Howard 
W. Potter, President of that Association presiding, the following 
program was carried out: 


“An Integrative Approach to the Study of Speech Disorders,” by Dr. John 
A. Larson and Dr. Helen Gibbons, Chicago, III. 

Discussed by Dr. Paul J. Ewerhardt, Washington, D. C. 

“Drawings of the Human Figure by Adult Defectives,’ by Dr. Charles 
J. C. Earl, Surrey, England. 

Discussed by Drs. George Van Ness Dearborn, New York, N. Y.; Paul 
Schilder, New York, N. Y.; William A. White, Washington, D. C.; 
J. D, Reichard, New York, N. Y.; Augusta Bronner, Boston, Mass.; and 
Meta L. Anderson, New York, N. Y. 

“Conflicts in Diagnosis Between Mental Deficiency and Certain Psychoses,” 
by Dr. Ransom A. Greene, Waverly, Mass, 

Discussed by Drs. Paul Schilder, New York, N. Y.; George Van Ness 
Dearborn, New York, N. Y.; Douglas A. Thom, Boston, Mass.; J. Moor- 
head Murdoch, Faribault, Minn.; A. N. Bronfenbrenner, Thiells, N. Y.; 
Howard W. Potter, New York, N. Y.; and by Dr. Ransom A. Greene. 

“Gestalt Function in Mental Defect,’ by Dr. Lauretta Bender, New York, 
N. Y. 

Discussed by Drs. Ward W. Millias, Rome, N. Y.; Richard Sears, George 

Kreezer and Paul Schilder, New York, N. Y. 


WEDNESDAY AFTERNOON, May 31, 1933. 
SECTION II—INTERPRETATION OF SYMPTOMATOLOGY. 


With Dr. George H. Kirby presiding, the following program 
was carried out at this section: 


“The Struggle for Equilibrium,” by Meyer Solomon, Chicago, III. 
Discussed by Dr. Abraham Meyerson, Boston, Mass. 
“ Constitutional Factors in Homosexuality,’ by George W. Henry and Dr. 
Hugh M. Galbraith, White Plains, N. Y. 
Discussed by Dr. Philip J. Trentzsch, New York, N. Y., and Ben Karpman, 
Washington, D. C. 
“The Psychopathology of Pregnancy,” by Gregory Zilboorg, New York, 
N. Y. 
Discussed by Dr. William A. White, Washington, D. C. 
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“Psychosexual Factors in Schizophrenia,” by Dr. Lawrence F. Woolley, 
Towson, Md. 
Discussed by Drs. Carl W. Sawyer, Marion Ohio; Theodore R. Robie, 
Upper Montclair, N. J.; Meyer Solomon, Chicago, III. 
“Constitutional Schizophrenia,’ by Dr. Karl M. Bowman, Boston, Mass., 
and Dr. Jacob Kasanin, Howard, R. I. 
Discussed by Drs. Jacob Kasanin of Howard, R. I., and Francis H. Sleeper, 
Worcester, Mass. 


WEDNESDAY EvEeNING, May 31, 1933. 


In place of the traditional address and President’s reception, a 
subscription dinner was held on Wednesday evening at the New 
Ocean House, Swampscott, Mass. The Association was honored 
by the presence of His Excellency Joseph B. Ely, Governor of the 
Commonwealth of Massachusetts who addressed the gathering in 
a felicitous manner. The program also included entertainment by 
professional entertainers and dancing in the ballroom of the hotel. 


TuurspAy MornNING SESSION. 


JUNE I, 1933. 


The meeting convened at nine forty-five o’clock, President May 
presiding. 


PresIpeENT May.—The first thing on the program this morning is a report 
of the Council, including the time and place of the meeting for next year. 


SECRETARY CHENEY.—Mr, President, Members of the Association: The 
Council met yesterday morning immediately following the business session. 
A petition was presented by the Secretary from the New England Society 
of Psychiatry for recognition by The American Psychiatric Association as a 
district society. It was voted by the Council to defer decision about this 
matter for further consideration and action possibly next year. 

The Secretary presented a request from six Fellows of the Association for 
the election of Professor Henri Claude, of Paris, for honorary membership. 
The Council voted to recommend to the Association the election of Professor 
Claude as an honorary member. 

The Committee on Statistics presented its report, including a suggested 
revision and amplification of the classification of The American Psychiatric 
Association with reference to psychoneuroses, psychopathic personalities and 
behavior disorders. This classification has been arrived at after conference 
with members of the American Neurological Association, which association, 
as you may know, had a separate classification published in the volume 
“The Nomenclature of Diseases.” 
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With the acceptance by that association of this revised classification of 
our Association, the classification by the American Neurological Association 
will be eliminated from the published volume. 

The Council recommends that this revised classification be approved by 
the Association and also recommends the acceptance of the report of the 
Committee on Statistics in other respects. 

Discussion was had of the meeting place for 1934, and it was voted unani- 
mously by the Council to have the 1934 meeting in New York City, the 
time to be fixed by the Executive Committee. 

The Secretary was directed to send telegrams of greeting to former Presj- 
dents Kilbourne, Dewey and Mitchell, who are absent because of illness, 

Dr. Farrar, the Editor of the AMERICAN JOURNAL oF PsyCHIATRY, re- 
ported that under the direction of Dr. Theodora Wheeler, an index of 
the AMERICAN JOURNAL OF INSANITY and of the AMERICAN JOURNAL oF 
PsycuHiatry from the beginning of these publications is nearing comple- 
tion. The question of printing this index was discussed and it was moved 
and voted that the index be submitted to Mr. Davies, the Executive Assistant 
of the Association, who would obtain prices for printing of the index, and 
that the final decision regarding the printing should be made by the Execu- 
tive Committee. 

The Council voted that the Program Committee be directed to ask stated 
discussors of papers to turn in written discussions and that the Editorial 
Board use its discretion in general in editing all discussions for publication 
in the JoURNAL. 

The Council voted to instruct the Program Committee also to indicate in 
future printed programs the official titles and connections of readers of 
papers, where these can be indicated. 

The Council voted to have a bond of $10,000 obtained for the Executive 
Assistant, as provided in the Constitution. 

The Auditors approved and the Council approved of the present deposi- 
tories of the Association funds. 

The Council voted to have suitable badges for living Past Presidents pre- 
pared, to be presented as soon as feasible and to have such a Past Presi- 
dent’s badge presented to future Presidents upon their retiring from office. 

The matter of cost of printing of the AMERICAN JOURNAL OF PSYCHIATRY 
was referred for action by the Executive Committee with cooperation of the 
Editorial Board of the JourNAL. 

A report from the Mental Hygiene Committee of Illinois regarding hospi- 
tal conditions in the State of Illinois, with recommendations, was referred 
to the Committee on Standards and Policies for a report back before the 
close of these sessions. 


PRESIDENT May.—The report of the Council is submitted for your con- 
sideration. A motion to accept this report and approve of the recommenda- 
tions made by the Council will be entertained by the Chair. 


Dr. Lowrey.—I so move, Mr. Chairman. 
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The motion was seconded, put to a vote and carried. 
Following the general business session, the following sectional 
meetings were held: 


SECTION I—THE INSTITUTE FOR CHILD GUIDANCE— 
EXTRACTS FROM ITS EXPERIENCE. 


With Dr. May presiding, the following program was carried out: 


“Scope of Activities of the Institute,” by Dr. Lawson G. Lowrey, New York, 
N. Y. 

“Constitutional Factors in Personality Trends,” by Dr. David Levy, New 
York, N. Y. 

“A Specialized Method in the Treatment of Parents in a Child Guidance 
Clinic,” by Miss Katharine Moore, New York, N. Y. 

“Clinical Studies of Mental Tests,” by Mr. Simon H. Tulchin, New York, 
N. Y. 

These papers were discussed by Dr. C. Macfie Campbell, Boston, Mass. 


SECTION II. 


With Dr. George H. Kirby presiding, the following program was 
carried out : 


“First Aid to the Newly Arriving Patient in the Public Hospital for Mental 
Diseases,” by Dr. Richard Dewey, La Cajiada, Cal. 
“Marihuana Intoxication; A Clinical Study of Cannabis Sativa Intoxica- 
tion,” by Dr. Walter Bromberg, New York, N. Y. 
Discussed by Drs. William Malamud, Iowa City, Iowa; John D. Reichard, 
New York, N. Y.; and Clarence Pierson, Pineville, La. 
“Nutrition in Mental Hospitals,’ by Dr. Malcolm A, Bliss, St. Louis, Mo. 
Discussed by Drs. John D. Reichard, New York, N. Y., and David M. 
Gardner, Lyon, N. J. 
“A Tuberculosis Survey in Mental Hospitals,” by Dr. Bernard T. McGhie, 
Toronto, Ont. 
Discussed by Drs. Earl K. Holt, Medfield, Mass.; Charles F. Read, Elgin, 
Ill.; Henry I. Klopp, Allentown, Pa.; and Dan S. Renner, Skillman, N. J. 
“Some Suggestions for the Future,” by Dr. William A. White, Washing- 
ton, D. C. 
Discussed by Drs. William F. Drewry, Richmond, Va.; Ben Karpman, 
Washington, D. C.; and Henry I. Klopp, Allentown, Pa. 
26 


| | 
- } 
| 
it 
d 
i 
1 
| 
in 
e | 
| 
i- 
€. 
| 
od | 
he 
a- . 


400 PROCEEDINGS OF SOCIETIES [ Sept. 


Tuurspay AFTERNOON, JUNE I, 1933. 
SECTION I—STUDIES IN CLINICAL PATHOLOGY. 
With Dr. May presiding, the following program was carried out: 


“Basal Metabolism and Calcium Determinations,’ by Dr. Thomas B. Chris- 
tian, Greystone Park, N. J. 

Discussed by Dr. Joseph J. Michael, Boston, Mass. 

“The Inheritance of Blood Groups and Schizophrenia,” by Drs. Morris 
Yorshis and Jacques Gottlieb, Worcester, Mass. 

“The Effects of Intravenous Sodium Amytal on the Blood Chemistry of 
the Brain and the Metabolism,” by Drs. William Dameshek and Julius 
Loman, Boston, Mass. 

“The Erythrocyte Sedimentation Reaction in Nervous and Mental Diseases,” 
by Dr. J. Fremont Bateman, Cincinnati, Ohio, 

“The Blood Sugar in Relation to Emotional Reactions,” by Dr. John C. 
Whitehorn, Waverly, Mass. 

Discussed by Drs. Ada Walker, Vineland, N. J., and Solomon Katzenel- 
bogen, Baltimore, Md. 

“ Neurophysiological Changes Produced by Intoxicating Drugs,’ by Dr. 
Emil Lindemann, Iowa City, Iowa. 

“Blood Pressure in Schizophrenia,’ by Drs. John Chapman and F. A. Car- 
michael, Osawatomie, Kansas. 


SECTION II. 


With Dr. Samuel W. Hamilton presiding, the following program 
was presented : 


“Wet Packs and Prolonged Baths: a Clinical Study of Reactions to These 
Forms of Therapy,” by Drs. Joseph A. Kindwall and George W. Henry, 
White Plains, N. Y. 

Discussed by Drs. Ross McC. Chapman, Towson, Md., and Rebekah 
Wright, Boston, Mass. 


EDUCATIONAL TOPICS. 


“ Mental Hygiene in Massachusetts,” by Dr. Henry B. Elkind, Boston, Mass. 
Discussed by Dr. Stanley P. Davies, New York, N. Y. 
“ Medical Clinical Clerkships and Psychiatry,” by Dr. George Eaton Daniels, 
New York, N. Y. 
Discussed by Drs. Paul J. Ewerhardt, Washington, D. C.; H. Flanders 
Dunbar, New York, N. Y.; and William C. Garvin, Binghamton, N. Y. 
“A Study in Psychobiology,” by Dr. Curtis T. Prout, Hartford, Conn., and 
Dr. Lloyd H. Ziegler, Albany, N. Y. 
Discussed by Drs. Oscar J. Raeder, Boston, Mass., and Dr. William C. 
Garvin, Binghamton, N. Y. 
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“Nursing Education in Mental Hospitals,” by Dr. Daniel H. Fuller, Phila- 
delphia, Pa. 
Discussed by Drs. Henry I. Klopp, Allentown, Pa.; Arthur H. Ring, 
Arlington Heights, Mass.; and William C. Garvin, Binghamton, N. Y. 
“Notes on the Nature of Dementia in Mental Deterioration,” by Dr. George 
Van Ness Dearborn, New York, N. Y. 
Discussed by Dr. John Joseph Kindred, New York, N. Y. 


THurspAY JUNE I, 1933. 


The evening was devoted to group dinners and round table dis- 
cussions on the following topics, under the direction of the moder- 
ators indicated : 


“ MANAGEMENT OF PROBLEMS OF DECREASED SUPPORT.” 


Moderator: Dr. Clarence C. Hincks. 


“ MENTAL DEFECTIVES IN PuBLic SCHOOLS.” 


Moderator: Dr. Meta L. Anderson. 


“ OccUPATIONAL THERAPY.” 


Moderator: Dr. William Rush Dunton. 


“ PAROLE AND CoLONy MEASURES FOR THE MENTALLY DEFECTIVE.” 


Moderator: Dr. Charles E. Rowe. 


“PRIVATE SCHOOLS FOR THE MENTALLY DEFECTIVE.” 


Moderator: Mrs. Mollie Woods Hare. 


“ PROBLEMS OF CRIMINALITY.” 


Moderator: Dr. William Healy. 


“ PsycHIATRIC NURSING.” 


Moderator: Dr. Daniel H. Fuller. 


“PsyCHIATRIC SOCIAL SERVICE IN RELATION TO THE WoRK AND PROBLEMS 
oF STATE HospIrAats.” 


Moderator: Dr. Lawson G. Lowrey. 


“ RESEARCHES ON EMOTION.” 


Moderator: Dr. John C. Whitehorn. 
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“THe ROLE PLAYED By PSYCHOANALYSIS IN UNRAVELLING THE MEANY 
NG 
oF PsycHotic SYMPTOMS.” 


Moderator: Dr. Isador H. Coriat. 


“Types OF PsyCHOTHERAPY.” 


Moderator: Dr. William Malamud. 


“ VETERANS’ ADMINISTRATION PROBLEMS.” 


Moderator: Dr. Appleton H. Pierce. 


FripAy MorninG, JUNE 2, 1933. 


The meeting convened at nine forty-five o’clock, President May 
presiding. 


Dr. Noves.—Mr. President, one of the important needs of an organiza- 
tion such as this, with its nationwide membership, the very complex nature 
of its business and the necessity for complete and accurate records, is the 
interested, loyal and constant attention by someone who can provide execu- 
tive continuity over a period of years. 

Occasionally such an association can find a member who through love of 
the society and a faith in the ends which it serves will render these neces- 
sary services. This organization, for the past five years, has been particu- 
larly fortunate in having an individual who could contribute this executive 
continuity and discharge many other services to. which I haven't called at- 
tention, such as the receipt of funds, their careful conservation, their disburse- 
ment, and so on. 

This person, this official, this Secretary, during the period of the annual 
meeting, has devoted every minute of the day and often late at night to the 
details that are necessary for the successful progress of the various sessions. 
Even during the interval between sessions, I suspect that there has been 
scarcely a day when some important matter hasn’t required the attention of 
this official. Through his wide and long acquaintance with the affairs of 
the organization such an individual has been of inestimable service to the 
succession of Presidents who have been working with him. 

These services have been rendered with a rare zeal, fidelity and self- 
sacrifice. Therefore, Mr. President, I move that a vote of thanks be ren- 
dered to the retiring Secretary-Treasurer of this Association, Dr. Clarence O. 
Cheney, for the untiring and efficient services he has so loyally and wisely 
rendered. 


The motion was seconded by Drs. Abbot and Felix Adams, put 
to a vote and carried. 
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SECTION I. 


With Dr. May presiding, the following program was carried out: 


“The Atropine Treatment of the Post-Encephalitic Parkinsonian Syndrome,” 
by Drs. Felix M. Adams and Powell L. Hays, Vinita, Okla. 
“The Uses of Music in a Case of Psychoneurosis,” by Dr. Earl D. Bond, 
Philadelphia, Pa., and Willem van de Wall, Mus. D., New York, N. Y. 
Discussed by Dr. Appleton H. Pierce, Coatesville, Pa., and Mr. Arthur 
Fiedler, Boston, Mass. 
“Clinical Studies of Pick’s Disease,” by Dr. Eugen Kahn and Lloyd J. 
Thompson, New Haven, Conn. 
Discussed by Dr. Frederic Wertham, New York, N. Y. 
“Mental Disturbances After Head Injury,” by Dr. Paul Schilder, New York, 
A 
Discussed by Dr. Henry Viets, Boston, Mass. 
“The Application of Dreams in Therapy and Research in Mental Disease,” 
by Dr. William Malamud, Iowa City, Iowa. 


SECTION II—CRIMINOLOGICAL TOPICS. 


With Dr. Samuel W. Hamilton presiding, the following program 
was carried out: 


“An Intensive Psychiatric Study of Prisoners; the Receiving Routine in the 
Classification Clinic Elmira Reformatory,” by Dr. James 1. McCartney, 
Elmira, N. Y. 

Discussed by Drs. Winfred Overholser, Boston, Mass., and Sanger Brown, 
II, Albany, N. Y. 

“Court Interrogatories for Commitment of the Insane,” by Dr. Cyrus H. 
Anderson, East Moline, III. 

Discussed by Drs. D. Percy Hickling, Washington, D. C., and Winfred 
Overholser, Boston, Mass. 

“Sexual Problems in a Correctional School for Boys,” by Dr. Isra T. 
Broadwin, New York, N. Y. 

Discussed by Drs. Leo H. Bartemeier, Detroit, Mich., and Harry Stack 
Sullivan, New York, N. Y. 

“Social Psychiatric Aspects of the Minor Delinquent,” by Dr. Abraham 
Myerson, Boston, Mass. 

Discussed by Dr. Perry C. Robertson, Ionia, Mich. 

“Insanity in its Medico-Legal Relations to Some Notable Criminal and 
Civil Cases; Tests of Responsibility,’ by Dr. John Joseph Kindred, New 
York, N. Y. 

Discussed by Drs. Amos T. Baker, Ossining, N. Y., Winfred Overholser, 
Boston, Mass.; and D. Percy Hickling, Washington, D. C. 


Following the completion of the scientific program of Sections I 
and II, the Association convened for the final session, with Dr. May 
presiding. 
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PRESIDENT May.—I will now call for a final report of the proceedings of 
the Council. 


SECRETARY CHENEY.—Mr. President, I wish first to read this telegram 
which has been received from Dr. Arthur F. Kilbourne: 

“Greetings to the friends and associates whose kindly thoughtfulness and 
cheery message is most deeply appreciated. Great disappointment not to be 
with you. Hope to meet you all next year.” 

We are informed that the elections carried out in the various sections of 
the Association are as follows: Section on Convulsive Disorders: Dr. 
Thomas B. Bass, of Texas, is elected Chairman and becomes a Vice Presj- 
dent of the Association; Dr. John H. Bell, of Virginia, is elected Secretary 
of that Section. 

Section on Psychoanalysis: Dr. A. A. Brill, of New York, is elected 
Chairman and becomes a Vice President of the Association. Dr. Leo Barte- 
meier, of Detroit, is elected Secretary of the Section. 

Section on Forensic Psychiatry and Conduct Disorders: Dr. William A. 
White, of the District of Columbia has been elected Chairman and becomes 
a Vice President of the Association. Dr. Vernon C. Branham, of New 
York, is elected Secretary of that Section. 

The Council met on the afternoon of June 1. 

On vote, the application of the New England Psychiatric Society to 
become a district branch of this Association was reconsidered. After dis- 
cussion, it was voted to recommend to the Association that it is the sense 
of the Council that the Association should interpret Article V in the Consti- 
tution regarding district branches as requiring that only physicians inter- 
ested in psychiatry should be admitted to membership in a district society. 

It was further voted that the application of the New England Psychiatric 
Society be approved, subject to their acceptance of this interpretation. 

Dr. Farrar, Editor of the AMERICAN JOURNAL OF PsyYCHIATRY, reported 
that after careful consideration of the printing costs of the JouRNAL, it was 
indicated that The Lord Baltimore Press had offered a reduction of 10 per 
cent in the previously existing charges and that with this reduction, no 
material amount of money would be saved by having the printer changed. 

The Executive Committee, to whom this matter had been referred, voted 
therefore to recommend to the Council that the present printer, The Lord 
Baltimore Press, be continued as the printer of the AMERICAN JOURNAL OF 
Psycuratry. The Council accepted this recommendation from the Executive 
Committee. 

Dr. Noyes, for the Committee on Standards and Policies, presented a 
report on the report of the Committee on Institutions of the Illinois Mental 
Hygiene Committee. It was voted to transmit his report to the Secretary of 
the Illinois Mental Hygiene Committee as representing the views of the 
Association. 

The Council elected Dr. Russell and Dr. Noyes as Councillors to act on 
the Executive Committee for the coming year. The Executive Committee, 
therefore, will consist of the following: Dr. George H. Kirby, President; 
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Dr. C. F. Williams, President Elect; Dr. William C. Sandy, Secretary- 
Treasurer; Dr. William L. Russell; Dr. Arthur P. Noyes. 

To carry out the provisions of Article III of the new Constitution, on 
nomination of Dr. Kirby, Dr. May appointed the following Fellows as 
members of the Board of Examiners—the Board newly created by the revised 
Constitution : 

Dr. Clarence O. Cheney, Director of the New York State Psychiatric 
Institute and Professor of Psychiatry in the College of Physicians of Colum- 
bia University, for a period of five years, as Chairman of the Board. 

Dr. William A. White, Professor of Psychiatry in the Georgetown Uni- 
versity and Superintendent of St. Elizabeth’s Hospital, for a period of one 
year. 

Dr. Adolf Meyer, Professor of Psychiatry in Johns Hopkins University 
and Physician in Chief of the Phipps Clinic, for a period of two years. 

Dr. Franklin G. Ebaugh, Professor of Psychiatry in the Colorado Uni- 
versity School of Medicine and Director of the Colorado Psychopathic 
Hospital, for a period of three years. 

Dr. C. Macfie Campbell, Director of the Boston Psychopathic Hospital 
and Professor of Psychiatry in Harvard University, for a period of four 
years. 

The Council approved of these appointments. 

Dr. Cheney and Dr. Campbell were designated as delegates to attend the 
Conference on Specialty Boards to be held in Milwaukee on June 11, and 
to report back to the Board and to the Executive Committee. The necessary 
traveling, clerical and other expenses of this board were authorized by the 
Council. 

In accordance with the Constitution, the Council instructed the Board to 
make and submit plans to the Executive Committee for the qualification of 
psychiatrists. 


There being no other business to come before the Council, adjournment 
was taken. 


PRESIDENT May.—You have heard the report of the Council. The Chair 
will entertain a motion to approve of the report of the Council as submitted, 
together with the recommendations made by that body. 


Dr. GeorGE S. STEVENSON.—I so move. 
The motion was seconded by Dr. Abbot, put to a vote and carried. 


PresIpwENT May.—The next in order is the report of the Committee on 
Resolutions, Dr. Arthur H. Harrington, of Rhode Island, Chairman. 

Dr. Harrington read the report of the Resolutions Committee. 
(This report is printed with the other committee reports in these 
proceedings. ) 


PRESIDENT MAy.—There is one thing lacking here. We should thank the 
Chairman of the Committee on Resolutions for the wonderful report that 
he has made. 
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This report is before you for such action as you may deem desirable. What 
is your pleasure in this matter? 


Dr. Assot.—I move the report be accepted and placed on file. 


Dr. J. J. Kinprep.—I second the motion, with the added thanks to Dr. 
Harrington, who has so ably made the report. 


The motion was put to a vote and carried. 


PRESIDENT May.—The time has come when the only remaining duty de- 
volving upon me is to turn this high office over to the man whom you have 
chosen to be your leader during the coming year. 

Dr. F. A. Carmichael, of Kansas, and Dr. William F. Drewry, of Vir- 
ginia, are requested to escort the President-Elect to the platform. 


Dr. Kirby was escorted to the platform by Drs. Carmichael and 
Drewry. 


PRESIDENT May.—I am going to take the liberty of asking one of our 
distinguished Past Presidents, Dr. Albert M. Barrett, of the University 
of Michigan, to formally present Dr. George H. Kirby to the Association 


Dr. AvBerT M. Barrett.—It is a much appreciated privilege that has 
been assigned to me in introducing to our Association the President it has 
chosen for the coming year, Dr. George Kirby of New York. In doing this, 
I am following one of the interesting traditional formalities of our Associa- 
tion. It gives to us the pleasure of extending to him the good wishes of the 
Association and gives to him the opportunity of saying to us a few words of 
greeting. 

For over 35 years Dr. Kirby has been active in the field of psychiatry and 
throughout this long period has been outstanding in his achievements. We 
have known him as a physician in the service of the State of Massachusetts 
at Worcester, as a physician in the service of the State of New York, as 
Director of the New York State Psychiatric Institute, and as an eminent 
teacher of psychiatry with the unique distinction of having held the Pro- 
fessorship of Psychiatry in all three medical schools of New York City. 
He has held the Professorship of Psychiatry in the University and Bellevue 
Medical Coilege, Cornell University Medical College and the College of 
Physicians and Surgeons of Columbia University. At the present time he 
is attending psychiatrist for the New York Hospital of Cornell Medical 
Center and attending psychiatrist for the Presbyterian Hospital. 

In all of these years he has been an outstanding leader in our Association 
and a valued contributor to its programs. In his selection as President he 
brings distinction to our Association and we wish for him a most successful 
term of service. 

It is an honor to present to our Association, Dr. George Kirby of New York. 


The audience arose and applauded. 
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PresIDENT May.—A close personal friend of many years’ standing, an 
intimate associate in the state hospital service, an outstanding figure in the 
field of American psychiatry, it affords me great pleasure, Dr. Kirby, to 


yield the gavel to you at this time. May your administration be a most 
successful one. 


Dr. Kirby took the chair. 


PRESIDENT Kirpy.—It is not easy to find words to express adequately the 
thoughts and feelings which come to one on such an occasion as this. 

Having been chosen for this great honor, the highest that can come in 
the course of one’s professional career, I find that during the two days which 
have elapsed since my election, I have become more and more conscious of 
the large responsibilities that go with the presidency of this Association. 
However, I am counting heavily on your assistance and encouragement dur- 
ing the ensuing year and with these I shall diligently strive so to conduct 
the affairs of the Association that I shall in some measure justify your 
confidence in me and merit I hope to some degree at least the laudatory 
remarks which my friends, Dr. Barrett and Dr. May, have so generously 
used in introducing me to-day. 

Our Association has had a consistent and healthy growth during the 89 
years of its existence, and especially in recent years has it gone rapidly 
forward, until now in size and quality of membership and in many other 
ways it is stronger and more influential than ever before in its history. 

The able and vigorous administration of our retiring President, Dr. May, 
has been characterized by many noteworthy achievements. The adoption at 
this meeting of a new Constitution marks, I believe, a real milestone in 
psychiatric progress. It has focused attention on various new problems and 
especially has it thrown in clear relief the opportunities which we now have 
to raise professional standards, to set higher levels in psychiatric education 
and in public relations. This, however, is not the occasion to discuss our 
opportunities nor to outline a program for the future. 

I only wish at this time to express my deep appreciation to the members 
of the Association for its demonstration of confidence in me and to ask for 
your cooperation and support during the coming year. With your help and 
with that of my fellow officers and our splendid committees, I promise to 
endeavor to make our goth year a memorable and successful one in the 
history of our Association. 

Finally, we now must bring to a close another one of those delightful 
meetings which we are occasionally privileged to hold in the City of Boston. 
May we have a meeting equally as pleasant and stimulating next year in 
New York. 


I now declare the 89th annual meeting of the Association ended. 
The meeting adjourned at twelve-fifty o’clock. 


During the meeting 442 members and 28 guests registered. 
CLARENCE O. CHENEY, Secretary-Treasurer. 
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SECTION MEETING. 


THE SECTION ON CONVULSIVE Disorpers, Dr. Morgan B. Hods- 
kins, Chairman, Dr. Thomas B. Bass, Secretary, met on the morn- 
ing and afternoon of Monday, May 29, 1933. The following 
program was carried out : 


“The Amylolytic Activity of the Feces in Epileptics,’ by Dr. LeGrand A, 

Damon. 

Discussion by 
Dr. Paul I. Yakovlev of Palmer, Mass. 
Dr. Dan S. Renner of Skillman, N. J. 
Dr. W. G. Lennox of Boston, Mass. 

“The Effect of Intercurrent Chronic Pulmonary Tuberculosis on the Con- 

vulsion Threshold in Epilepsy,” by Dr. Isador J. Karlsberg. 
Discussion by 

Dr. W. G. Lennox of Boston, Mass. 

Dr. S. Bernard Wortis of New York, N. Y. 

Dr. John H. Bell of Colony, Va. 

“The Effects of Thyroparathyroidectomy Upon the Neuro-Muscular and 
Chemical Responses to Convulsant Agents in Cats,’ by Drs. Helen C. 
Coombs, Donald S. Searle and F. H. Pike. 

Discussion by 
Dr. S. Bernard Wortis of New York, N. Y. 
Dr. F. H. Pike (closing) of New York, N. Y. 
“The Treatment of Non-Institutional Patients with Epilepsy,” by Dr. W. G. 
Lennox. 
Discussion by 
Chairman Hodskins of Palmer, Mass. 
Dr. F. A. Gibbs of Boston, Mass. 
Dr. G. Kirby Collier of Rochester, N. Y. 
Dr. Dan S. Renner of Skillman, N. J. 
Dr. Chester A. Marsh of Selinsgrove, Pa. 
Dr. George Van Ness Dearborn of New York, N. Y. 
Dr. Paul I. Yakovlev of Palmer, Mass. 
Dr. W. G. Lennox (closing) of Boston, Mass. 
“The Respiratory Metabolism of Excised Brain Tissue,” by Dr. S. Bernard 
Wortis. 
Discussion by 
Dr. F. H. Pike of New York, N. Y. 
Dr. S. Bernard Wortis (closing) of New York, N. Y. 
“ Studies in Endocrine Therapy in Epilepsy,’ by Dr. Calvert Stein. 
Discussion by 
Dr. Stanley Cobb of Boston, Mass. 
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“The Narcolepsies,’ by Drs. Smith Ely Jelliffe and John Notkin. 
Discussion by 
Dr. W. G. Lennox of Boston, Mass. 
Dr. S. Bernard Wortis of New York, N. Y. 
Dr. John Notkin (closing) of New York, N. Y. 
“Cerebral Blood Flow Preceding and Accompanying Convulsions in Cats 
and in Man,” by Dr. F. A. and Mrs. E. L. Gibbs. 
Discussion by 
Dr. F. H. Pike of New York, N. Y. 
Dr. W. G. Lennox of Boston, Mass. 
Dr. F. Gibbs (closing) of Boston, Mass, 
} “Neurological Aspect of Epileptic Seizures,” by Dr. Paul I. Yakovlev. 
i Discussion by 
Dr. John Notkin of New York, N. Y. 
Dr. Paul I. Yakovlev (closing) of Palmer, Mass. 
“Emotion as a Precipitating Factor in Epileptic Seizures,’ by Dr. Frank 
Fremont-Smith. 
Discussion by 
Dr. George Van Ness Dearborn of New York, N. Y. 
Dr. Stanley Cobb of Boston, Mass. 
Dr. S. Bernard Wortis of New York, N. Y. 
Dr. Frank Fremont-Smith (closing) of Boston, Mass. 
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REPORTS OF COMMITTEES. 


The following reports of committees and of the Secretary- 
Treasurer and the auditors, were presented to the Association and 
approved by it during the convention sessions in Boston, May 29 
to June 2, 1933. 


REPORT OF THE EXECUTIVE COMMITTEE. 


At the direction of the President, the Executive Committee met at the 
New York State Psychiatric Institute and Hospital in New York City on 
Wednesday, September 28, 1932. The full membership of the committee was 
present and Dr. E. N. Brush, Editor Emeritus, and Dr. Clarence B. Farrar, 
Editor, of the AMERICAN JOURNAL OF PsyCHIATRY, as well as Dr. Samuel W. 
Hamilton, Chairman of the Committee on Program, met with the Executive 
Committee on the latter’s invitation. 

The dates May 29 to June 2, inclusive, were selected as the dates of the 
next annual meeting in Boston and the Hotel Statler was selected as con- 
vention headquarters. 

The committee discussed the duties and appointment of an Executive 
Assistant and Mr. Austin M. Davies presented himself before the committee 
as a candidate for the position. Other candidates were discussed and upon 
motion duly made and seconded, it was voted to appoint Mr. Davies for a 
period of one year as Executive Assistant at a salary of $3000 per year, sub- 
ject to a favorable report from Dr. Sandy regarding Mr. Davies’ previous 
work, the date of the appointment to be arranged depending upon Mr. Davies’ 
availability to assume his duties. 

The Secretary-Treasurer was authorized to have the Executive Assistant 
bonded in such amount as seemed necessary. 

The management of the business affairs of the AMERICAN JOURNAL OF 
PsyYcCHIATRY was discussed and upon motion duly made and seconded, it 
was voted that when feasible, and not later than January 1, 1933, the busi- 
ness affairs of the AMERICAN JOURNAL OF Psycuratry be turned to the 
Secretary-Treasurer and that a separate account for the JouRNAL be set up 
and maintained by the Secretary-Treasurer. 

Dr. Hamilton presented the question of a round table meeting to discuss 
the subject of psychoanalysis at the next meeting. Upon motion duly made 
and seconded, it was voted that in view of our Association’s joint session 
with the American Psychoanalytic Association, arrangements for round table 
discussion of psychoanalysis to be held at the same time as the other round 
table discussions at the annual meeting, be left to the American Psycho- 
analytic Association. 
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Dr. May presented a discussion of the question of the annual address and 
President’s reception and upon motion duly made and seconded, it was voted 
to omit the annual address and President’s reception at the Boston meeting 
and to have a dinner for members and guests with such entertainment as 
might be arranged by the Committee on Arrangements, and that the matter 
of the future elimination of the annual address and President’s reception at 
annual meetings be referred to the Council at the annual meeting in Boston. 

Dr. May presented a discussion of the question of the classification of 
psychiatric disorders, to be finally adopted by the Conference on Nomencla- 
ture of Disease and upon motion duly made and seconded, it was voted that 
the President be asked to write to the Secretary of that Conference, request- 
ing that Conference to arrange for a meeting of the group representing The 
American Psychiatric Association and a group representing the American 
Neurological Association, to discuss the classification of psychiatric and 
neurologic disorders. 

Upon recommendations, Mr. Austin M. Davies was appointed as Execu- 
tive Assistant, accepted the appointment and assumed his duties November 1, 
his office being established in the offices of the National Committee for 
Mental Hygiene, according to the agreement made last year. 

On December 29, 1932, the entire membership of the Executive Committee 
met at the Hotel Commodore, with the chairman of the various Association 
committees. 

Dr. Bond, as Chairman of the Committee on Revision of the Constitution, 
discussed minor changes in the wording of the original proposal. These 
changes were approved by the Executive Committee and have been incor- 
porated in the proposed revision as printed in the March, 1933, number of 
the AMERICAN JOURNAL OF PSYCHIATRY. 

Dr. May discussed the advisability of the Association setting standards of 
qualifications for psychiatrists, and Dr. Brush called attention to the fact 
that we are an incorporated organization and as such could set up an 
Examining Board to give a certificate of qualification. Further discussion 
brought out the desirability of separating the qualifications for membership 
in the Association from the issuance of a certificate of qualification and of 
the restriction of membership. 

Dr. Campbell as Acting Chairman of the Committee on Psychiatry in 
Medical Education reported that undergraduate education involves the cur- 
ricula and policies of medical schools, that postgraduate education and the 
issuance of a diploma in psychiatry are of serious interest to this Association, 
and that it would be valuable if a diploma recognizing the attainment of 
qualified training could be made available. It seemed necessary to outline 
the fundamentals of psychiatric training. The suggested qualifications made 
by Dr. Campbell were (1) graduation from a Class A medical school, 
(2) preparation to pass examinations in neuroanatomy, psychiatry, neurology, 
as well as psychopathology and clinical psychiatry, plus two years’ training 
in a psychiatric hospital or its equivalent. There would be the question as 
to whether the diploma would be issued on the basis of interest, or for an 
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established expert, or for both types of candidate. Dr. Campbell pointed oyt 
that he thought the first task was to establish stricter rules for admission to 
membership in the Association and that qualifications for certificates for 
diplomates might come later. He advocated cooperation with the National 
Committee for Mental Hygiene and its Division on Psychiatric Education, 

Dr. Fuller, reporting for the Committee on Nursing, stated that he had 
had a report that the Committee on Grading Schools of Nursing had indi- 
cated that the committee was not to be added to, but that they would be glad 
to have a representative present from our Nursing Committee, at their 
meetings. Dr. Fuller discussed the need for well-qualified psychiatric nurses 
and indicated that the committee is reluctant to recommend giving up the 
registered nurse course in mental hospitals. 

Dr. Whitehorn, for the Committee on Research, indicated that he had no 
specific recommendations to make, as the committee did not feel that the 
Association wished to undertake any specific research itself. 

Dr. Ruggles, reporting for the Committee on Relations with Social 
Sciences, indicated that this committee is represented in the Social Science 
Research Committee and it was planned to keep in touch with, and work 
with, this latter committee. He commented on a report from the Social 
Science Research Committee, by Dr. Thomas, and advocated cooperation 
with that committee. 

Dr. Potter, for the Committee on Psychiatric Social Service, indicated 
that the committee feels that it should make a detailed report on the respon- 
sibilities and functions of a social service department in a hospital or clinic 
for adults and children and perhaps next year the committee might consider 
the problem of training schools for psychiatric social work. 

Dr. Potter, as President of the American Association for the Study of 
the Feebleminded, pointed out that the session of this association would be 
held approximately at the same time as our Association and that a joint 
session with our Association would be agreeable, and that their round table 
conferences would be held at the same time, 

Dr. Noyes, for the Committee on Standards and Policies, referred to the 
standards already accepted by our Association and also referred to the sur- 
vey being made by the American Medical Association, indicating that he 
felt it would be well to await that report and be guided by its content in 
making up this committee report this year. 

Dr. Abbott, for the Committee on Statistics, referred to the Nomencla- 
ture of Disease and the acceptance of the A. P. A. classification and the 
addition of the list suggested by the American Neurological Association. 
He indicated that he had received information to the effect that the National 
Census Bureau might have to discontinue its compilation of the census of 
patients in mental hospitals and on motion duly made and seconded, it was 
directed that the Secretary be instructed to convey to the Director of the 
Census, the views of the Association, urging an appropriation to carry out 
the census of mental hospitals. It may be stated here that the Secretary was 


1933] PROCEEDINGS OF SOCIETIES - 413 


later informed that there was no plan to discontinue this census and the 
expression of the views of the Association, therefore, was not necessary. 

Dr. Overholser, reporting for Dr. Kline, Chairman of the Committee on 
Arrangements, reported progress in making arrangements for the Boston 
meeting. 

Dr. Briggs, Chairman of the Committee on Legal Aspects of Psychiatry, 
reported progress in the work and the cooperation of the Bar Association. 

Dr. Sandy for the Committee on Medical Services, discussed the advisa- 
bility of having his committee made a Sub-Committee of Standards and 
Policies as their fields of interest seemed to overlap. No definite action was 
taken, however, on this recommendation and it was felt that it should be 
considered by the Council at its next meeting. Dr. Sandy stressed the impor- 
tance at this time particularly, of having the Association urged to keep up 
the standards of the mental hospital. 

Dr. Hamilton, as Chairman of the Program Committee, reported prospects 
of a varied and interesting program, and that it had been arranged to have 
a joint session with the American Psychoanalytic Association on Wednesday 
morning, May 31, and a joint session with the American Association for the 
Study of the Feebleminded on Wednesday afternoon, 

The desirability of maintaining standards of advertising was discussed and 
upon motion duly made, seconded and carried, the President appointed an 
Advertising Committee to consist of Dr. Russell, Dr. Kirby and Dr. Cheney, 
to confer with Mr. Davies, the Executive Assistant, and to pass upon copy 
of new advertisements procured by Mr. Davies. 

Dr. May discussed the seal of the Association and presented prints of a 
suggested new seal. Dr. Brush offered certain objections to the arrangement, 
which were concurred in by the majority of the committee. Dr. Brush was 
authorized to have a new seal made in accordance with the details approved 
by the Executive Committee. This seal will then be used in place of the 
present seal. There being no further business before the committee, the 
meeting was adjourned. 

It having been found impracticable to turn over the business affairs of the 
AMERICAN JOURNAL OF PsycHIATrY from the Johns Hopkins Press to the 
New York office of the Association on January I, 1933, as originally re- 
solved, the Executive Committee voted to postpone this action until March. 
This adjustment has been made. The Johns Hopkins Press turned over to 
the Association the balance of funds on hand, with an accounting, so that 
at the present time, the business of the JouRNAL, including the procuring of 
advertising, the collection of bills for advertising and the collection of funds 
from non-member subscriptions is carried out by the Executive Assistant. 
His relations are directly with the Lord Baltimore Press, the present printers 
of the JouRNAL. 

Under date of March 4, at a meeting of the majority of the Executive 
Committee, Dr. Russell, Dr. Kirby and Dr. Cheney, the resolution was 
adopted to authorize the opening of an account in the name of the Associa- 
tion, for the AMERICAN JoURNAL oF Psycutatry in the Corn Exchange Bank 
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Trust Company, Pennsylvania Station Branch, withdrawals to be made on 
the signature of the Secretary-Treasurer. 

From time to time the Advertising Committee, above noted as having been 
appointed, has conferred with Mr. Davies regarding the affairs of the Jour. 
NAL, also the approval of circulars of information regarding the Journat, 
which had been sent out to 500 prospective advertisers, and also a circular 
of information regarding the JouRNAL sent out to some 200 physicians for 
non-member subscriptions to the JouRNAL. The expenses of the office of the 
Executive Assistant including salary for the past six months, are $1,663.31, 
The advertising rate in the JouRNAL has been raised, with the approval of 
the Advertising Committee, from $25 to $40 a page. Over $300 in new 
advertising has already been procured and several new non-member sub- 
scriptions to the JouRNAL have been obtained. It is recognized that the 
present is not a propitious time for procuring additional advertising but the 
Executive Assistant has been diligent in contacting prospective advertisers 
and further progress in procuring such advertising is anticipated. The 
Executive Assistant has investigated the possible reduction of costs in print- 
ing the JouRNAL and it seems indicated that by changing the printer the 
saving of approximately $500 for each issue of the JouRNAL may be made. 
It would seem that the consideration, and a possible decision regarding this 
matter should be recommended to the Council. 


Respectfully submitted, 
JAMEs V. May, Chairman, 
Executive Committee. 


REPORT OF THE SECRETARY, 1932-33. 


The following is a statement of membership of The American Psychiatric 
Association as of May 25, 1933. 


HONORARY MEMBERS. 


LIFE MEMBERS. 
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CORRESPONDING MEMBERS. 
FELLOWS 
15 
47 
MEMBERS. 
4 
TOTAL MEMBERSHIP 
Total membership May 25, 1933.........-.eccecccecece 1442 
Total membership May 25, 1932...........ccceccecccce 1375 
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TREASURERS REPORT, 1932-33. 


RECEIPTS. 

Receipts from sale of “ Proceedings on Personality Investigation ” 49.54 

Receipts from sale of certificates to schools of nursing........... 10.00 


DISBURSEMENTS. 


AMERICAN JOURNAL OF PsyCHIATRY (5 numbers).............. $4,588.64 
Executive Assistant, salary (6 months)............0.eeeeeeeees 1,500,00 
Printing Pregram (1932) ; membership lists, stationery and postage _1,587.24 
Committee expenses, and expenses of Executive Assistant....... 568.41 
Contribution to National Conference on Nomenclature of Disease. 250.00 
Cataloguing and indexing AMERICAN JOURNAL OF PSYCHIATRY.. 484.00 
Banks charges (checks for dues returned; banks closed)........ 135.00 
Tax on checks (from June, 1932, to May 22, 1933; 60 checks at 2 
om hand May 92, $26,575.64 


Balance deposited as follows: 
New York Committee on Arrangements, The Bank for Savings $2,508.44 


Special interest account, Union Dime Savings Bank........ 5,759.10 
Special interest account, Emigrant Industrial Savings Bank. 7,820.39 
Special interest account, The Bowery Savings Bank........ 7,821.18 
General account, Corn Exchange Bank Trust Co........... 2,666.53 


AUDITOR’S REPORT. 


3oston, Mass., May 30, 1933. 
To the President, Councillors, and Members of The American Psychiatric 
Association: 
Dear Sirs: As per our duties and the legal requirements of the Associa- 
tion, we have completed detailed audit and examination of the books and 
accounts of the Association. We have checked the vouchers and balances 
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of the Secretary-Treasurer, for the current year ending May 22, 1933, and 
find them correct; the balance being $26,575.64. We have checked the 
youchers of the Editor of the JournaL or Psycuriatry, and have found 
them correct. We, therefore, herein, submit our report covering result of 
said examinations. 

The books, in the hands of Dr. Clarence O. Cheney, Secretary-Treasurer, 
are neatly and accurately kept, and we have enjoyed every courtesy and 
assistance from the doctor, in making up a complete report, for which we 
return thanks and due acknowledgment. 

We also offer the following recommendations : 

The employment by the Secretary-Treasurer, of a qualified, certified ac- 
countant, to install a complete new system of books, records, voucher record 
system, etc., especially now, since the Association has entered into an 
arrangement with the National Committee for Mental Hygiene for the 
opening of separately equipped offices, in New York City, and for the 
employment, by the Executive Committee, of an Executive Assistant to take 
over the business management of the JouRNAL. 

CLARENCE PIERSON, 
Chairman, 

Paut G. TADDIKEN, 

HucH C. HEnry, 
Auditors. 


Report OF COMMITTEE ON MEDICAL SERVICES. 


Mental hospital administrators have seldom, if ever, met with more critical 
situations than that which now confronts them. With diminished incomes and 
the need for rigid economy, there is obvious danger of lowered standards of 
study, treatment and care of mental patients. The Committee on Medical 
Services urges the Association to give serious consideration to the present 
crisis and how it may best be met. 

It is well to recall the history of the slow development in the treatment of 
mental patients from the period of neglect to custodial asylum care; then to 
the more modern scientific study and treatment; and finally to community 
service such as mental clinics and other activities for prevention. One needs to 
review the mental hygiene era only to realize how difficult and painful has been 
the progress to present day standards. Complete evaluation of the improved 
modern medical service cannot be made. Many of the results are intangible in 
the sense that they are not susceptible of graphic or statistical presentation. 
The growing confidence of the public in mental hospitals and the willingness of 
patients to enter voluntarily, however, are indications of the changed sentiment 
based upon improved conditions. The increasing number of patients on parole, 
a large percentage of whom are ultimately discharged as restored, and the 
thousands of patients seen in the mental clinics who are thus enabled to remain 
in the community and who otherwise might become hospitalized, are evidences 
on the one hand of therapeutic success and on the other of prevention, both 
meaning concrete savings to the taxpayer. 
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The drastic retrenchment in governmental activities is universally threaten- 
ing, however, and it seems inevitable that the facilities for mental patients 
must be affected by the trend towards further economies in administration, 
Under the circumstances, the committee might well consider what mental 
hospitals can sacrifice in the interest of economic depression. It is obvious 
that there must be a halt in comprehensive building. programs but at most 
this may only be a postponement of the ultimate expansion which must come 
to meet the natural increase in mental patient population. In selecting the 
projects for temporary postponement, there should be careful discrimination 
to avoid sacrificing, so far as possible, those items which if eliminated would 
mean fewer recoveries and a blocking of progress towards mental health. 
Deprivation of required diagnostic and treatment facilities, for example, would 
obviously mean in the end false economy and a needless accumulation in the 
hospitals of patients who under vigorous scientific study and treatment would 
be returned to the community. Again, it must be realized that capital outlay 
expenditures may result in greater efficiency and decided savings for instance 
in power plants and the various service departments. Neglect in correcting fire 
hazards, furthermore, is a shortsighted policy and may be responsible for a 
distressing catastrophe. Most if not all hospital systems can well afford 
serious studies of dietaries and the reorganization of those important depart- 
ments placing them under well-qualified directions, with benefit to employees 
and patients and budgetary savings. Salary reductions of some degree may 
be made but this should not be to such an extent as to discourage the interest 
of qualified applicants. Stores may be depleted to a dangerous minimum. Re- 
pairs and replacements may be postponed but must later be met usually with 
an increased outlay. No method of effecting economies in mental hospitals, 
therefore, is universally applicable. Where cuts may be made and further ex- 
pansion postponed depends largely upon the stage of development of each 
hospital. The welfare of the patients must be the primary consideration. 

It is surely no time to return to custodial care. There is need more than 
ever for staffs of well-trained physicians, nurses and special therapists, in- 
cluding occupational therapists, physiotherapists and other important aids to 
the recovery of mental patients. 

Diagnostic and research laboratory centers must not be discontinued if 
psychiatry is to progress or even retain its present stage of advancement. In 
fact, it seems doubtful if any state can continue indefinitely its present policy 
of caring for large numbers of cases of chronic mental disorders. Something 
must be done in a more substantial way in the prevention and cure of these 
disorders or the burden will be beyond the ability of any state. Therefore, it 
is important and necessary that a considerable program of research be con- 
tinuously carried on as a matter of economy. 

Educational activities, especially the training of personnel cannot safely be 
stopped. Although some nurses training schools may have to be discontinued, 
there should be a sufficient number of such centers in every state hospital 
service to supply the needs of the various hospitals. In mental hospitals, schools 
for mental defectives and colonies for epileptics, training for ordinary atten- 
dants, at present largely neglected, should be instituted. 
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Only thoughtless and poorly informed reactionaries could advocate the 
discontinuation of mental hospital community activities. Few, if any, hospitals 
are adequately provided with psychiatric social service upon the quality of 
which depends to a considerable degree the number of patients on parole and 
their successful rehabilitation. Mental hospital clinics, moreover, are the 
outposts in prevention and result in saving many troubled individuals from the 
necessity for institutionalization. In these times of broken morale, anxiety and 
threatened mental equilibrium, crippling of psychiatric social service, mental 
clinics and other community activities would mean a decided increase in the 
hospital population and maintenance costs. The medical services, in the 
broadest interpretation of the term, must be conserved and should be the last 
to be affected by a retrenchment policy from the standpoint of the patients’ 
welfare. 

The committee, therefore, strongly recommends a restatement of the 
requirements for mental hospitals so well expressed in the report of the 
Committee on Standards and Policies in 1925 and the vigorous support of 
these minimum standards in order that the interests of mental patients may 
be safeguarded in pending discussions of governmental retrenchment. 

C. SAnpy, Chairman, 
Mortimer W. RAynor, 
Epwarp A, STRICKER, 

Lioyp J. THoMPsoN, 

ARTHUR G. LANE, 

G. Kirsy 

Ransom A. GREEN, 

FREDERICK W. PARSONS, 
Kart M. BowMAn. 


REPORT OF THE COMMITTEE ON ACTIVITIES OF THE NEUROPSYCHIATRIC 
DIVISION OF THE U. S. VETERANS’ BUREAU. 


A résumé of the activities of the Veterans’ Bureau, now the Veterans’ 
Administration, was presented before this Association last year. Those who 
wish to have additional detailed information are referred to the Annual 
Report, the Administrator of Veterans’ Affairs, for the year 1932. Here will 
be set forth but a few data pertaining to the neuropsychiatric activities as 
taken from that report. 

On June 30, 1932, there were in operation a total of 56 Veterans’ Admin- 
istration hospitals, with 29,833 beds as compared with 54 hospitals and 26,307 
beds on June 30, 1931. Approximately 90 per cent of the increase in 
number of beds was for neuropsychiatric patients. 

On June 30, 1932, the total hospital load of the Veterans’ Administration 
was 43,841, of which number 46 per cent were hospitalized for neuro- 
psychiatric disorder. During the year 7,350 persons were admitted for treat- 
ment of psychoses and 14,206 for other neuropsychiatric disorder. 19,797 
patients were discharged after treatment for neuropsychiatric disability, of 
whom 28 per cent had been treated for psychoses and 23 per cent for 
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psychoneuroses. The principal psychosis, in point of numbers, was dementia 
precox. A daily average of 1,500 more neuropsychiatric patients was hos- 
pitalized during that fiscal year than during the preceding one. The patient 
turnover in neuropsychiatric hospitals was at the rate of once in 24 years, 
The per diem per capita cost of operation of the neuropsychiatric hospitals 
was $2.45. 

Of the 25 per cent increase in the total hospital load on June 30, 1932, as 
compared with one year previously, 13 per cent was due to admissions to 
Veterans’ Administration Homes, while 12 per cent was under the provisions 
of the World War Veterans’ Act. Nearly all of the increase was due to 
the hospitalization of veterans with nonservice-connected disabilities, which 
class, on June 30, 1932, comprised 60 per cent of the total number of patients 
in veterans’ hospitals. 

The net operating expense of all Veterans’ Administration hospitals for 
the year was approximately $32,000,000. The expense of disability compensa- 
tion for service-connected disabilities was in the same period approximately 
$189,540,000, of which amount 21 per cent was paid for neuropsychiatric 
disabilities. The expense of the so-called disability allowance for non- 
service-connected disabilities was for the year approximately $75,458,000, of 
which amount 14 per cent was paid for neuropsychiatric disabilities. Dis- 
bursements during the year for the so-called emergency officers’ retirement 
pay amounted to approximately $11,553,000, of which amount 26 per cent 
was paid on account of neuropsychiatric disabilities. 

The administrator pertinently remarks: “A sound national policy dealing 
with all ex-members of the military forces of the country must rest upon the 
foundation of service, equality in benefits to veterans of all wars, considera- 
tion of the degree of disability sustained by each of them and, in certain 
groups, their financial need for government aid. Military service to one’s 
country cannot be evaluated in terms of dollars and cents. Gratitude to those 
who have served their country cannot be so expressed under any policy 
we might adopt, but we can devise a system of veterans’ relief which will 
assure that benefits are granted equally to those who are entitled to them.” 

At this time, when there is every expectation that the present administra- 
tion will practice economy wherever possible in an effort to balance the 
national budget, a great deal of attention has been directed to the benefits 
to ex-service men. Enormous expenditures are made annually through dis- 
ability compensation for service-connected disabilities and disability allowance 
for nonservice-connected disabilities. The net cost of operation of all the 
Veterans’ Administration hospitals is relatively small when compared with 
these items. Approximately 60 per cent of the patients in all Veterans’ Ad- 
ministration hospitals on June 30, 1932, had nonservice-connected disabilities 
and a great deal of criticism has been directed against the hospitalization of 
these patients at federal expense. The fact remains that they are in hospital 
and, if eliminated from the federal hospitals, that some other disposition will 
need be found for them. It appears that the majority of them, if not in 
federal hospitals, would be charges of the states, counties or cities for medical 
and hospital care and treatment. Aside from the consideration whether it has 
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been proper to hospitalize ex-service men with nonservice-connected disa- 
bilities to the exclusion of an appreciable number of patients with service- 
connected disabilities, the disposition of 60 per cent (now approximately 70 
per cent nonservice-connected) of the patients in veterans’ hospitals, if de- 
cided upon, will present a difficult problem. 
GLENN Myers, Chairman, 
FREDERICK R. SIMs, 
ALBERT M. BARRETT, 
Doucitas A, THom, 
NEWDIGATE M. OweENssy. 


REPORT OF THE COMMITTEE ON STANDARDS AND POLICIES. 


So long as the present period of great economic depression continues to 
exist it is both proper and inevitable that hospitals for mental diseases, sup- 
ported as they largely are, either by public taxation or private endowment, 
must adopt rigid economies of operation. For the most part the reduction 
in per capita cost of operation must be greater than has been the reduction 
in the general cost of living since 1929. As relating, however, to these neces- 
sary economics the committee, through the Council, wishes to stress the 
desirability that these economies be effected without impairing the standards 
of care of the mental patient. To an extent greatly regretted by those charged 
with their care but few patients, even before the depression, were receiving 
to the maximum degree the benefits of such resources of treatment as were 
already known to psychiatry. It would therefore be a loss to the common 
welfare and an injustice to the individual if the standards of care and treat- 
ment that have been so slowly and painfully attained were so lowered as to 
jeopardize the social readjustment and personality re-integration of the 
individual. The ways in which such economies may be effected without 
sacrificing the objectives of institutional care must naturally be determined 
according to the particular resources and problems of each institution. It 
is believed, however, that a definitely considered effort at this time on the part 
of individual executives to promote a certain magnanimous morale on the part 
of officers and employees engaged in the care of patients may compensate 
for any necessary reduction in the ratio of employee to patient. The post- 
ponement of repairs to the physical plant of institutions will reduce current 
operating expense without impairing the carefully individualized psychiatric 
and nursing attention essential to a high standard of treatment. In connection 
with a desired maintenance of standards there might be considerable replace- 
ment of women attendants by registered nurses, large numbers of whom are 
now idle and are glad to accept minimum wages if they receive also sys- 
tematic instruction and training in psychiatry and psychiatric nursing. 

For several years psychiatrists have watched with much satisfaction the 
increasing recognition that has been accorded this specialty. Psychiatry is 
no longer confined to institutional practice but has penetrated other medical 
specialties, particularly internal medicine and pediatrics. Psychiatry itself, 
too, has developed various branches, such as child guidance, college and other 
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mental hygiene clinics for adolescents or adults, juvenile court clinics, the 
examination of persons charged with crime, the classification of prisoners 
and other phases of psychiatric penology. The basic psychiatric training for 
an adequate appreciation of the psychological factors in the integrated re- 
sponses of the organism as met with by the internist as well as that essential 
for the special branches of psychiatry mentioned is best secured in the insti- 
tution for mental diseases. For this reason and because, on account of the 
depression, there are now many recent graduates in medicine who cannot at 
the present time enter either private or other usual forms of practice it is 
recommended that state and other large institutions for mental disorders 
accept as large a number as possible of such recent graduates for training 
in the fundamentals of psychiatry. With a definitely formulated and com- 
prehensive program of instruction and training offered by psychiatric institu- 
tions many recent graduates would receive a broad foundation for later special 
or general practice and a desirable appreciation of psychiatry by other branches 
of medicine would be promoted. Such a precise program of instruction and 
training should be considered, too, an obligation due the assistant physician 
who expects to follow either institutional or other form of psychiatric practice. 
Incidentally, also, it would add great momentum to higher standards in the 
institution’s scientific and therapeutic activities. 

It is becoming increasingly appreciated that psychiatry is not merely a 
biological and medical but also a social science, or at least that it has im- 
portant contributions to make to the social sciences. The psychiatrist recog- 
nizes the extent to which psychological needs and forces control human 
behavior. That at least some appreciation of this extent should be obtained 
by the sociologist, clergyman, social worker, lawyer and others interested in 
the broad group of social sciences would seem essential. The state hospitals 
are undoubtedly valuable laboratories for post-graduate study in social, psycho- 
logical and psychiatric sciences. It would seem logical, therefore, that they 
be utilized to a greater extent for instruction in these subjects. Any fear 
that the presence of such advanced students may be accompanied by meddle- 
someness or lead to misguided and untrained professional efforts seems 
scarcely justified. The more extensively individuals engaged in social and 
allied sciences are familiar with certain fundamental psychiatric concepts 
the more intelligent and the more rational will be the prevailing views as to 
mental health and the prevention of mental disorder. The committee therefore 
commends the use of such institutions as teaching adjuncts in the study of 
the social sciences and the training of students in such professions as law, 
theology, teaching, and social work. 

For many years The American Psychiatric Association, the National 
Committee for Mental Hygiene and individual psychiatrists, usually members 
of this Association, have labored vigorously for enlightened laws governing 
the care and commitment of the mentally diseased. Much has been accom- 
plished in this respect but in many states the provisions for commitment are 
still suggestive of a penological rather than of a medical point of view. The 
committee believes that the Association should place itself on record as favor- 
ing a more extensive adoption of the so-called temporary care laws which 
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have now operated so successfully in many states for several years. These 
laws have promoted a desirable promptness and facility in securing treat- 
ment of the mental patient. The process of admission to a psychiatric hospital 
should be stripped so far as possible of every procedure that offends the 
sensibilities or violates the self-respect of the individual needing treatment. 

The care and treatment of the mentally disabled is purely a medical and 
humanitarian function. The committee views, therefore, with apprehension 
and disapprobation the practice still existing in some states of removing for 
purely political reasons institutional personnel who through training and ex- 
perience are qualified to render enlightened care. All too frequently in such 
instances the selection of new appointees has been determined by considerations 
of political expediency or reward rather than of professional or personal 
fitness. It is believed, too, that state central control bodies under which 
institutions for mental disorders operate should contain a psychiatrist in their 
organization. 

Within recent years several organizations representing various branches 
of the medical sciences have with mutual advantage affiliated themselves with 
the American Association for the Advancement of Science. It is believed that 
The American Psychiatric Association might well identify itself with the 
objects of that association. The committee recommends therefore that the 
Council take steps for the establishment of an affiliation of the Association 
with the American Association for the Advancement of Science (Section on 
Medical Sciences Related to Section N). 

On several occasions during the past nine years the Committee on Standards 
and Policies has discussed the matter of classification of hospitals by the 
Association. At the 1924 meeting at Atlantic City the Association adopted the 
following resolution: 

“ Resolved: 

“1. That the Association approve of the classification of the hospitals for 
mental disorders of the country along the lines outlined in the report of the 
Committee on Standards and Policies. 

“2. That the Committee on Standards and Policies be authorized to request 
from the hospitals and other sources the preliminary information required for 
determining the minimum standards which the hospitals can be reasonably 
expected to establish and maintain. 

“3. That the Committee on Standards and Policies be instructed to report 
at the 1925 meeting of the Association the schedule of minimum standards 
which it is prepared to recommend and a practical plan for the classification 
of the hospitals by the Association.” 

At the 1925 meeting at Richmond the Association, on recommendation of 
the Committee on Standards and Policies, adopted certain minimum standards 
which hospitals for mental disorders “ might reasonably be expected to estab- 
lish and maintain.” The present committee considers these standards so ex- 
cellent that it desires to call them again to the attention of the Council: 

“1. The chief executive officer must be a well-qualified physician and 
experienced psychiatrist whose appointment and removal shall not be con- 
trolled by partisan politics. 
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“2. All other persons employed at the institution ought to be subordinate 
to him and subject to removal by him if they fail to discharge their duties 
properly. 

“3. The positions and administration of the institution must be free from 
control for the purposes of partisan politics. 

“4. There must be an adequate medical staff of well-qualified physicians; 
the proportion to total patients to be not less than 1 to 150 in addition to the 
superintendent, and to the number of patients admitted annually not less 
than 1 to 40. There must be one or more full-time dentists. 

“5s. There must be a staff of consulting specialists at least in internal 
medicine, general surgery, organic neurology, diseases of the eye, ear, nose 
and throat, and radiology, employed under such terms as will ensure adequate 
services. A record of their visits must be kept. 

“6. The medical staff must be organized, the services well defined and the 
clinical work under the direction of a staff leader or clinical director. 

“7, Each medical service must be provided with an office and an examining 
room, containing suitable conveniences and equipment for the work to be 
performed, and with such clerical help specially assigned to the service 
as may be required for the keeping of the medical and administrative records, 

“8. There must be carefully kept clinical histories of all the patients, 
in proper files for ready reference on each service. 

“9g. Statistical data relating to each patient must be recorded in accordance 
with the standards system adopted by the Association. 

“to. The patients must be classified in accordance with their mental 
and physical condition, with adequate provision for the special requirements 
for the study and treatment of the cases in each class, and the hospital must 
not be so crowded as to prevent adequate classification and treatment. 

“11. The classification must include a separate reception and intensive 
study and treatment department or building, a special unit for acute physical 
illnesses and surgical conditions, and separate units for the tuberculosis, and 
the infirm and bedfast. Each of these units must be suitably organized and 
equipped for the requirements of the class of patients under treatment. 

“12. The hospital must be provided with a clinical and pathological 
laboratory, equipped and manned in accordance with the minimum standards 
recommended by the Committee on Pathological Investigation. 

“13. The hospital must be provided with adequate X-ray equipment and 
employ a well qualified radiologist. 

“14. There must be a working medical library and journal file. 

“15. The treatment facilities and equipment must include: 

“(a) <A fully equipped surgical operating room. 

“(b) <A dental office supplied with modern dental equipment. 

“(c) Tubs and other essential equipment for hydrotherapy operated 
by one or more specially trained physiotherapists. 

“(d) Adequately equipped examination rooms for the specialties in 
inedicine and surgery required by the schedule. 

“(e) Provision for occupational therapy and the employment of 
specially trained instructors. 
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“(f) Provision for treatment by physical exercises and games and 
the employment of specially trained instructors. 
“(g) Adequate provision for recreation and social entertainment. 

“16. Regular staff conferences must be held at least twice a week where 
the work of the physicians and the examination and treatment of the patients 
will be carefully reviewed. Minutes of the conferences must be kept. 

“17, There must be one or more out-patient clinics conducted by the 
hospital in addition to any on the hospital premises. An adequate force of 
trained social workers must be employed. 

“18. There must be an adequate nursing force, in the proportion to total 
patients of not less than 1 to 8, and to the patien‘s of intensive treatment 
and acute sick and surgical units of not less than 1 to 4. Provision must be 
made for adequate systematic instruction and training of the members of the 
nursing force. 

“19. Mechanical restraint and seclusion, if used at all, must be under strict 
regulations and a system of control and record by the physicians, and must 
be limited to the most urgent conditions.” 

At the same time the committee added the following comment : 

“The committee understands, however, that the interest of the Association 
lies not so much in the formulation of a schedule of standards as in seeking 
a way by which the assembled knowledge and weight of influence of the 
Association can, by some practical organized plan, be brought to bear on the 
problems of its individual members in their efforts to improve their hospitals. 
Experience in other fields of hospital, health, and educational work, seems 
to indicate that a moderate program of standardization by some reliable 
and authoritative agency may be carried on with advantage. Such a pro- 
gram should be principally instructive and cooperative. The invitation to 
study the operation of a hospital for the purpose of grading or classifying 
it would have to be offered by the persons most interested and they would, 
before doing so, have to be convinced of the advantages. The task would 
require visitation and study by skilled medical visitors, and the attention 
of a committee that would command respect and confidence, and that would 
give much time to the work. Full understanding, not only of the character 
of the work performed by a hospital, but of the conditions under which it 
was performed, would be necessary..... The committee believes that it 
will be well worth while for the Association to continue its efforts to estab- 
lish a standardization program. It seems certain that, if wisely managed, 
great good might come of it, and that all the hospitals and the field of 
psychiatry generally would derive benefit.” 

At the meeting of the Association in Cincinnati, June, 1927, the committee 
in a report which was approved by the Association stated as follows: 

“ ... it is recommended that the Committee on Standards and Policies 
be empowered by this Association to work out a system of inspection and 
grading of the mental hospitals in this country and Canada. The object of 
this survey will be: First, to determine, on the basis of a complete in- 
spection and survey of existing conditions, a minimum standard which should 
be maintained by all mental hospitals; second, following this survey and the 
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establishment of a minimum standard, to carry on an inspection service under 
the authority of this Association, for the purpose of preparing a list of 
approved hospitals which meet the required standard as established by this 
survey. 

The initial survey and the subsequent inspection of hospitals would be 
by personal visitation and inspection .. . .” 

In 1932 the committee believed that a tentative outline for inspection and 
classifying hospitals should be formulated. It accordingly prepared the fol- 
lowing outline which, however, did not reach the Council in time for con- 
sideration. The outline then prepared is accordingly submitted herewith: 

The proposed survey and the preparation of a list of approved psychiatric 
hospitals shall be made under the direction of The American Psychiatric 
Association the Executive Committee of which shall determine all details 
of the procedure not otherwise provided herein. 

For the purpose of this survey the United States and Canada shall be 
divided into the following districts: 


New England District: Maine, New Hampshire, Vermont, Massachusetts, 
Connecticut and Rhode Island. 

Middle Atlantic District: New York, Pennsylvania, New Jersey, Maryland, 
District of Columbia, Virginia, West Virginia. 

Southern District: Tennessee, North Carolina, South Carolina, Georgia, 
Alabama, Mississippi and Florida. 

Southwestern District: California, Nevada, Utah, Colorado, Arizona and 
New Mexico. 

Middle Western District: North Dakota, South Dakota, Nebraska, Kansas, 
Minnesota, Iowa and Missouri. 

Northwestern District: Washington, Montana, Oregon, Idaho and 
Wyoming. 

Central District: Ohio, Kentucky, Illinois, Indiana, Michigan and Wis- 
consin. 

Eastern Canadian District: New Brunswick, Nova Scotia, Prince Edward 
Island and Quebec. 

Middle Canadian District: Ontario and Manitoba. 

Western Canadian District: Saskatchewan, Alberta and British Columbia. 


From each district the President of The American Psychiatric Association 
subject to the approval of the Executive Committee of the Association shall 
appoint a person to be known as the district chairman, the several district 
chairmen to constitute a committee which will advise and consult with the 
President of The American Psychiatric Association for purposes of discussion 
and for recommending to the Council ways and means for promoting and 
improving this survey. Each district chairman shall prepare from the names 
of psychiatrists who reside in his district and are of qualified administrative 
experience, a list of persons to be known as inspectors. Upon request of the 
President of The American Psychiatric Association an inspector shall visit 
such other districts as may be designated by the President. No institution 
shall be surveyed by an inspector residing in the district in which that insti- 
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tution is located. During the period in which he is conducting a survey 
an inspector shall be under the direction of the President of The American 
Psychiatric Association to whom all reports of surveys shall be submitted. 

Detailed forms and instructions for the use of inspectors shall be pre- 
pared by the President of The American Psychiatric Association, such forms 
and instructions to be uniform throughout the two countries to be surveyed. 

As soon as the organization of the inspection service together with the 
necessary forms of instructions shall have been completed notice shall be sent 
by the President of The American Psychiatric Association to all psychiatric 
hospitals in the United States and Canada informing them that applications for 
inspection and approval will be received by that committee. Until otherwise 
voted by the Council of The American Psychiatric Association no institution 
will be inspected except upon request of the superintendent or governing 
body of that institution. No list of approved hospitals will be published until 
at least one year after the first inspection has been completed. Hospitals 
desiring reinspection may again make application to The American Psy- 
chiatric Association. 

For financial as well as other reasons the Council may not deem it expedient 
to recommend to the Association that a survey be made at this time, yet 
the committee desires to submit the foregoing program for the Council’s con- 
sideration. Except for the questionnaire method, which seems to possess un- 
avoidable limitations, the program suggested appears to involve the minimum 
expense. 

In conclusion, the committee, because of its interest in the standards of the 
objects which the Association sets before itself, wishes to endorse and com- 
mend to the Council Article III, Section III, of the proposed revision of the 
Constitution providing for the establishment of an Examining Board to pass 
upon the fitness of applicants for the various classes of membership in the 
Association. 

ARTHUR P. Noyes, Chairman, 
ALBERT C. BUCKLEY, 
CLARENCE B. FARRAR, 
WILLIAM J. TIFFANY, 

Eart D. Bonp. 


SpecIAL REPORT OF THE COMMITTEE ON STANDARDS AND POLICIES ON A 
REPORT OF THE COMMITTEE ON INSTITUTIONS OF THE 
SocrETy FOR MENTAL HYGIENE. 


The Committee on Standards and Policies has received by reference from 
the Council a copy of a report prepared by the Committee on Institutions of 
the Illinois Society for Mental Hygiene and begs to submit the following 
comments and recommendation concerning it: 

The Illinois Society has evidently undertaken to exert an active and con- 
structive influence in promoting standards in the care of the mentally dis- 
abled of that state. It has outlined a program for the organization of the 
central control body designed to establish a continuity of policy, to assure 
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the selection and promotion of institutional personnel on the basis of merit 
and to eliminate partisan politics in appointment to professional positions, 
The Committee on Standards and Policies is in sympathy with the spirit of 
this report, obviously intended to raise professional standards, to promote 
education in medical, social, psychological and biological sciences as they 
relate to the cause, prevention and treatment of mental diseases, to encourage 
research in these subjects and to provide enlightened care for the mentally 
disabled of the state. While in no way reflecting upon the admirable pur- 
pose of the recommendations of this report the committee feels impelled to 
call attention to the fact that in certain respects these recommendations, 
particularly as they relate to institutional organization and operation, are in 
conflict with the minimum standards adopted by The American Psychiatric 
Association at its 1925 meeting. In a few respects, too, this report is some- 
what ambiguous and the committee is therefore in doubt as to the extent 
to which certain details are consistent with established and desirable insti- 
tutional procedure. 

The Executive Secretary of the Illinois Society has requested that The 
American Psychiatric Association “give this report whatever backing it 
can with the Governor” of that state and give it publicity in the AMERICAN 
JOURNAL OF PsyCHIATRY. 

The Committee on Standards and Policies believes that the Association 
should not be inattentive to such efforts as those of the Illinois Society for 
Mental Hygiene to eliminate partisan politics from the function of care and 
treatment of persons in mental distress. It should, too, lend a supporting 
hand to such laudable efforts to raise all professional standards in the sey- 
eral fields devoted to this end. The committee believes therefore that the 
Association may properly express to the Governor of Illinois its cordial 
approval of the motives that prompt the efforts to these ends on the part of 
the Illinois Society for Mental Hygiene. Since, however, this report in its 
specific recommendations is not consistent in certain respects with the prin- 
ciples set forth in the “ minimum standards” adopted by the Association the 
committee cannot, without reservations, endorse the report in the precise 
form in which it now stands. For similar reasons the committee would hesi- 
tate to recommend the publication of the report in extenso in the AMERICAN 
JourNAL oF Psycuratry lest thereby it be implied that the Association 
endorses in detail the recommendations of this report. The committee be- 
lieves, however, that the JouRNAL might properly insert as a news item the 
fact that the Illinois Society for Mental Hygiene is actively engaged in a 
movement to make the public mental hospitals of that state active educational 
agents in the fields of medicine, psychiatry, social work and allied spheres, 
to eliminate partisan politics from their management and to raise the pro- 
fessional qualifications of all persons engaged in their operation. 

ArTHUR P. Noyes, Chairman, 
ALBERT C. BUCKLEY, 
CLARENCE B. FARRAR, 
WILLIAM J. TIFFANY, 

D. Bonn. 
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REPORT OF COMMITTEE ON LEGAL ASPECTS OF PSYCHIATRY. 


The Committee on the Legal Aspects of Psychiatry herewith respectfully 
submits its eighth annual report: 

During the year the committee, as well as the Association and the whole 
psychiatric world, has suffered an incalculable loss in the death on January 5, 
1933, of its Chairman, Dr. George M. Kline. Dr. Kline had been Chairman 
since 1928 and had provided efficient and sympathetic leadership to the work 
of the committee. The members of the committee desire to express their per- 
sonal sense of loss in the passing of a great leader and a trusted friend. 
The President appointed as Dr. Kline’s successor in the Chairmanship Dr. L. 
Vernon Briggs of Boston, a member of the committee since its beginning. 

Several inquiries have been directed to the committee by psychiatrists and 
attorneys in other states who are interested in improving the relationship 
of psychiatry and the administration of the criminal law in their several states. 
Every effort has been made to furnish the information requested. 

The Committee on Psychiatric Jurisprudence of the American Bar Asso- 
ciation in its annual report last summer presented a number of illustrative 
case histories (provided by Drs. Healy, Overholser and White of the com- 
mittee), for the purpose of emphasizing the need of a more effective ap- 
plication of psychiatry to the problem of crime. The report repeated the 
resolutions adopted in 1929, and secured the Bar Association’s approval of 
its request that it “ take active steps during the year 1932-33 in the direction of 
bringing to the attention of state and local bar associations the resolution 
quoted above with the urgent request for its consideration on the programs 
of such organizations.” Copies of this report have been sent to a considerable 
number of members of our Association. There has been no recent meeting of 
that committee with our committee and with the corresponding committee of 
the American Medical Association, although one is planned for the near future. 
The several committees have been in correspondence however, and the very 
gratifying cooperation of these groups with ours, for the inauguration of which 
Dr. Karl A. Menninger of this committee is largely responsible, is continuing. 

In spite of the fact that most of the state legislatures are in session 
this year, very few bills of interest have come to our attention. It is gratifying 
to note that a modern parole law has been adopted for the District of 
Columbia (Public No. 287, 72d Congress, 1932). Among the duties of the 
board are “to examine into the physical, mental and moral records of the 
prisoners .... (and to) receive reports of wardens and other officials, 
including the psychiatrist.” 

In Minnesota a bill (House 1628) has been introduced authorizing the 
court to appoint experts to examine the defendant if there is doubt about 
his mental condition. 

A brief survey of “ The Present Development of Psychiatric Technique 
in the Criminal Process” was presented by Mrs. Frances Roth, an Assistant 
City Attorney in New Haven, Connecticut, before the Section on Criminal 
Law and Criminology of the American Bar Association in October, 1932, 
and was reprinted in the New England Journal of Medicine for April 13, 1933. 
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In closing, the Chairman, desires to express his appreciation of the con- 
tinued support and cooperation of the committees of the American Bar 
Association and the American Medical Association, and to his fellow-members 
of the committee for their assistance. 

L. VERNON Briccs, Chairman, 
A. Wuirte, Vice-Chairman, 
HERMAN M. ADLER, 

BERNARD GLUECK, 

WILLIAM HEALY, 

R. F. C. Kies, 

L. M. A. MAEDER, 

JoserpH W. Moore, 

WINFRED OVERHOLSER. 


REPORT OF COMMITTEE ON NURSING. 


To The American Psychiatric Association: 


The following table shows the present classification of the schools of nursing 
on the accredited list of the Association. 


Schools in public hospitals for mental diseases in United States........ 57 
Schools in public hospitals for epileptics in United States.............. 2 
Schools in public hospitals for feebleminded in United States........... I 
Schools in private hospitals in United 9 
Schools in public hospitals for mental diseases in Canada.............. II 


Of these 80 schools, two have discontinued because of inability to maintain 
standards ; two are not conforming to minimum requirements, but are carrying 
on; two have discontinued the regular course and substituted a two year 
course for attendants (others are planning to do the same); two schools 
in private hospitals have discontinued the regular course and limit instruction 
to post-graduates and affiliates only. Six hospitals did not reply to the 
questionnaire. 

These schools are located in 19 states, distributed as follows: 


19 


Reports were received from 49 schools in state hospitals for mental diseases 
in the United States. 

The following statistics show something of their activities in 1932: 

The total number of graduates was 375, as compared with 304 the previous 
year. Three schools graduated none; 12 graduated 5 or less; 21 graduated 
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from 6 to 10; 10 graduated from 10 to 16; and 3 graduated more than 16. 
The average graduating class from those schools graduating any students 
was 8+. 

Entering classes averaged 14.5 pupils, and totaled 713. 

Six reported no entering class. 

Nine reported entering classes of 9 or less. 

Nineteen reported entering classes of 10 to 19. 

Thirteen reported entering classes of 20 to 29. 

Two reported entering classes of 30 and 39 respectively. 

Thirty-four of these schools require a period of one year affiliation in an 
approved general hospital. Five schools are requiring 18 months of such 
affiliation; two require 16 months; and one 13 months. Two require but 
6 months, and two 9 months. The minimum at present set by the Associa- 
tion is 9 months of affiliation in a general hospital. 

In all but four schools, four years of high school is a preliminary require- 
ment. Two require but one year; and two others require a minimum of 
two years. 

Ten schools report women student nurses on the men’s wards. 39 schools 
have R. N.’s on the men’s wards, as compared with 32 the previous year. 
27 hospitals report men R. N.’s on the men’s ward as compared with 24 in 
1931. The more extensive use of R. N.’s both men and women on wards for 
men is, we believe, an indication of progress toward higher standards and 
finer morale in those wards. Four hospitals report graduate women nurses, 
not R. N.’s, on the men’s wards. Every hospital employs R. N.’s on the 
women’s wards and a total of 1032 in the 49 hospitals are so employed. 

Seventeen schools gave affiliated courses to students from general hos- 
pitals. The length of these courses was three months, in all but two, which 
gave shorter periods. From one to eight groups were received during the 
year according to the demand, and the numbers in each school varied from 
one to 125 for the year. The total number taking these affiliated courses 
was 582. 

Six schools gave post-graduate courses. In four the length of the course 
was six months, in one three months, and in one four months. 170 graduates 
availed themselves of these courses in our state hospitals, an increase of 
128 or 300 per cent over last year. 

Where the demand is sufficient the organizing of well planned post-graduate 
courses is to be encouraged. Six months is believed to be a minimum 
length and some schools are planning to extend this to one year. In Canada, 
one school is establishing a year’s course for graduates. Such a course in 
a well staffed and well equipped hospital, offers a splendid preparation for 
psychiatric nursing in and outside of hospitals, and should help supply the 
need for a larger corps of teachers and supervising nurses in our hos- 
pitals for mental diseases maintaining schools of nursing, as well as in those 
which are not attempting to carry on schools but whose nursing care, espe- 
cially in the acute, infirmary, and convalescent wards is in need of better 
efficiency and higher standards. 
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Twenty-six schools report more or less frequent inquiries about affiliate 
and post-graduate courses. 

Fifty-five per cent of the 49 schools reporting have nurses’ homes for 
the exclusive use of nurses, as against 50 per cent reporting last year, and 
nearly all of these provide separate rooms for each nurse. A few have 
a small number of double rooms for which there is often a request by the 
pupil nurses. Twenty-four have separate dining rooms for nurses, and in 
others the nursing force is well segregated. On the whole there is a con- 
tinued bettering of living conditions and with the return of economic prosperity 
larger provisions in these lines may be expected. 

There is no uniformity even within the same state, in the hours of day 
duty per week. While it is difficult to interpret the figures on the question- 
naires it is undoubtedly true that more attention could well be given to this 
important matter in the school régime. 

It is estimated by superintendents of 32 schools that less than 10 per cent 
of their graduates go into private nursing. Nine superintendents estimated 
that from 25 per cent to 75 per cent entered the private field. Even though 
a considerable number of graduates are retained in the service of their home 
school, and even though a number of those starting in private work revert to 
hospital service, there is need, we believe, for more graduate and registered 
nurses among the personnel of our state hospitals. Nine superintendents re- 
ported difficulty in getting well equipped staff nurses for positions of re- 
sponsibility and supervision, even in these days of unemployment. 

There is still a wide difference in the allowance to students in our schools 
of nursing. During the period of affiliation the home school is relieved of the 
allowance and the pupil is paid by the affiliating hospital or school. This 
is, in a majority of cases, the second year of the course. During the first 
year the allowance ranged from $15 to $54, and in the third year from $20 
to $66. The local conditions, the educational standards, and the public’s con- 
ception of the problems involved, seem to govern the matter of allowance 
to a large degree. 

Eighteen state hospitals and four private hospitals receive men students 
in their schools. One of the latter conducts a school for men only. These 
schools report 210 men students. Of these 132 are in New York State schools. 
The private hospital schools reported 81 men students. 

Courses of practical instruction for attendants are given at 32 of the 49 
schools in state hospitals. These vary in length and content. But the majority 
are from 12 to 20 weeks. Such courses are doubtless of more value under 
present conditions when the annual turnover is small, but of less value in 
normal times, when very few remained long enough to complete the course. 
They are nevertheless important and attendance should be compulsory. 

It appears clear that the provision for high grade nursing care for men 
patients has not yet received adequate attention, considering that the number 
of male patients is not far below that of women. The same preliminary 
educational requirements for men as for women, can be maintained and the 
many excellent men graduates now in the field bear evidence of the possibilities 
of further development of this most important aspect of nursing in mental 
hospitals. 
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The seven Canadian schools in public hospitals report entering classes of 
from 11 to 51. The total number was 179, an average of 25 + per school. 
The number graduated from these seven schools was 87, an average of 12+. 
The length of course is 2} years in the home school and nine months in 
affiliation. The preliminary educational requirement is two or three years of 
high school. One hospital has recently established a well organized and 
comprehensive post-graduate course, 12 months in length, which will receive 
graduates from other mental and general hospitals and create a supply of more 
specially trained women for responsible positions in hospital work. 

Of the nine schools in private hospitals in the United States, two have 
abandoned the regular three year course and take only affiliates and post- 
graduates. Their course is three months for affiliates and six months for post- 
graduates. These two schools received 127 affiliates and 79 post-graduates 
during the year. 

Of the other seven schools (one for men only) one takes affiliates and 
three take affiliates and post-graduates in addition to the regular school for 
under-graduates. The seven regular schools for under-graduates received 161 
new students, an average of 23. 65 were graduated, an average of 9+. 
These figures include a small percentage of men. 

The total number of affiliates received in all private hospitals was 355, 
post-graduates 111. The requests for these courses are far in excess of the 
capacity of the school in most instances. 

The need of a larger number of the better trained men and women on the 
nursing staffs of our public hospitals has long been felt by progressive 
superintendents. The economic obstacle and the dearth of supply are sufficient 
reasons to account for the lack. The product of our schools is excellent, 
but it is too small to fill the need. Adequate post-graduate courses opened 
to carefully selected candidates, would perhaps help to supply this need. 
While the supply of R. N.’s is over-abundant because of unemployment the 
development of post-graduate courses may be encouraged and an interest 
in psychiatric nursing fostered. The standardizing of such courses in hospitals 
for mental diseases is properly a matter for consideration by The American 
Psychiatric Association. 

The number graduating annually from schools in mental hospitals is such 
a small percentage of the yearly output from all the schools in the country, 
that we can see no reason for discouraging the continuance of our approved 
schools, fitting nurses for this particular work. The demand for affiliated 
and post-graduate courses appears to be increasing and may reach the point 
of capacity, which would limit the possibilities to a selected number of general 
hospital schools. 

The National League of Nursing Education is to devote a session at its 
next Annual Convention in Chicago to “ Nursing in State Hospitals ” and has 
invited the Association to send a delegate, preferably a superintendent of a 
state hospital, to present the needs of the state hospital schools of nursing. 
This has been sanctioned by the Executive Committee and a delegate appointed. 

The Committee on Grading of Nursing Schools, in reply to our request 
for representation, felt unable to enlarge its membership at this time, but 
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cordially invited the Association to send a representative to sit with them 
whenever the matter of mental hospital schools should come up for discussion, 
There have been no applications for the approval of new schools. 
A round table on nursing has been aranged for the annual meeting in Boston, 
H. FULLER, Chairman, 
Ross McC. CHAPMAN, 
W. Raynor, 
MorcaAn B. HopskKINs, 
Geo. H. STEVENSON, 
G. H. WILLIAMS, 
Marcus A. Curry, 
PAUL G. TADDIKEN, 
Henry I. Kvopp, 
ARTHUR P. Noyes. 


REPORT OF COMMITTEE ON RELATIONS WITH SoctAL SCIENCES. 


The Committee on Relations with Social Sciences has held no meetings 
during the year but has been in touch by correspondence. 

It was determined by the committee a year ago that without funds not much 
could be attempted; nevertheless, they have kept closely in touch with Dr, 
Thomas’ report of the Social Research Council and feel that there is much 
in that report which is applicable to further study and cooperation from 
The American Psychiatric Association. And it is thought probable by the 
committee that at some later time it might be possible to utilize some of the 
findings of Dr. Thomas’ report in further investigation from the point 
of view of psychiatry. 

We have kept in touch with Dr. Adolf Meyer, who is a member of 
the Social Research Council. It is our feeling that the committee should 
remain in existence with the hope of being able to maintain the contact 
with the Social Science Research group for future cooperation, and for 
the possibility of future activities on the part of The American Psychiatric 
Association. 

ArTHUR H. RuGcLes, Chairman, 
Harry STACK SULLIVAN, 

Wa. A. WHITE, 

DoucLtas A. THom, 

BERNARD GLUECK. 


REPoRT OF COMMITTEE ON PSYCHIATRIC SOCIAL SERVICE. 


Your committee in its report submitted in 1932 and published in Tue 
AMERICAN JOURNAL oF Psycuiatry, Vol. XII, No. 3, November, 1932, de- 
fined psychiatric social work as “ social work conducted as a part of, an aid 
to, or adjunct of, the specific professional services of a psychiatrist to a 
patient.” 
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This definition does not indicate, except in a most general way, the more 
exact or specific nature of psychiatric social work and how, in practical every- 
day work, the psychiatric social worker may be expected to function. This 
report aims toward such a clarification. 

Psychiatric social work in a psychiatric hospital or clinic may be dis- 
cussed under several headings as follows: 


I. SOCIAL STUDY. 


In some hospitals and clinics this may be history taking, the social worker 
taking all the histories, medical as well as social, while the physician ampli- 
fies the histories thus secured when indicated. In other hospitals the social 
study may supplement the medical history, while in others the social study 
is essentially an addition to the anamnesis but with a different point of view. 
It is claimed by some that when the history in toto is secured by a social 
worker it is apt to be more uniformly complete and that physicians who are 
relieved of some of the history taking are thus enabled to devote more time 
to the treament of their patients. In certain hospitals whose patients come 
from remote distances it has been found to be more practical to have the 
social workers secure the histories by visiting the homes of patients because 
relatives are often unable to visit the hospitals because of the great distances 
and hence are not available to the physician for an anamnestic interview. 

Whenever possible, however, your committee recommends, particularly for 
younger psychiatrists, that the history be secured by the psychiatrist responsi- 
ble for the case, because the technique of history taking is an important part 
of the psychiatrist's training. 

Many experienced psychiatrists find that a history loses some of its value 
to them if it is secured by someone else. Furthermore history taking itself 
has a therapeutic value especially where the history is secured from parents 
of children who are brought to a clinic or hospital for psychiatric advice, and 
when secured from those patients themselves who frequently, of their own 
initiative, come to a clinic or hospital for psychiatric treatment. 

A distinct disadvantage sometimes associated with the securing of a history 
by the social worker, as a routine procedure, is that there fails to develop a 
close relationship between the work of the psychiatrist and that of the social 
worker, the work of the social worker tending to become routinized and the 
case itself “ departmentalized,” the history often not being sufficiently closely 
related to the rest of the study of the case. This is more a defect of faulty 
technique than a difficulty inherent in the plan itself. 

Whenever local conditions permit, if no routine is established that insures 
cohesion, the social worker’s case study should be specifically indicated in 
each case by the psychiatrist who has made an initial contact with the patient 
or with the case situation. In some instances this might mean that the 
social worker would secure a complete medical and social history, in others, 
a careful study of the family constellation, in others, a visit to the school, etc. 
In any psychiatric hospital or clinic the positive and negative values of his- 
tory taking by the social worker must be balanced one against the other. 
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Your committee does not believe itself to be in a position to make too specific 
recommendations regarding this matter. 

Data concerning the personal attitudes of various members of the family 
and the interrelationship of emotional factors in the situation often are 
not readily obtainable by the psychiatrist in the clinic or hospital. In order 
for the social worker to secure an insight into such factors in the case it is 
usually necessary for her to establish with one or another member of the 
family, a relationship in which their confidence is obtained. The psychiatrist 
can foster such a relationship by paving the way for the social worker's en- 
trance into the case situation. It is highly desirable for the psychiatrist to 
explain to the patient or the family the need for the social worker's entrance 
into the case and whenever possible to arrange for the social worker to meet 
the interested person or persons at the clinic or hospital rather than precipi- 
tate her into the situation by a more or less unexpected or unprepared-for 
home visit. It should also be indicated that the social worker’s position 
in the case is strengthened by introducing her into the situation as soon as 
possible after the patient’s initial contact with the clinic or hospital. Thus, 
in instances where the patient is likely to be paroled at some future date and 
thereafter likely to need the supervision and the assistance of the social 
worker, the early contact of the worker with the patient, or the family, or 
both, has been found to be much more satisfactory than referring the case to the 
social worker just as the patient is about to leave the hospital. Not in- 
frequently the initial contact with a patient, or a case situation, is made by 
the social worker ; this is especially true in case situations referred by social 
agencies and where other members in a patient’s family whom the social 
worker contacts in her interviews are found to be in need of psychiatric treat- 
ment. In such instances the social worker’s handling of the situation plays an 
important part as a preliminary step to the psychiatrist’s entrance into the 
case situation. 

The matter of home visits by the social worker is often not as simple as it 
appears to be. Visiting the home of a patient is something that requires 
discretion and, if it is forced on the patient or the family before they are 
prepared to accept it, it very likely will fail to achieve its purpose. It is often 
necessary, therefore, to delay a home visit until the social worker has seen 
the person concerned a sufficient number of times in the clinic or hospital. 
This statement is not to be regarded, however, as an endorsement of what 
appears to be a tendency in some clinics for the social workers to confine 
their interviews with relatives to the office. The home, in every case, referred 
to social service, should, at some time, and as soon as possible, be visited on 
one or several occasions, as the needs may be. 

It usually requires several interviews for the social worker to secure a 
sufficiently complete picture of the family, the interrelationship of their 
emotional attitudes, etc. Experience has shown that information bearing on 
such subtle factors as emotional attitudes, family interrelationships, etc., is 
seldom secured by direct questioning. In order to meet this problem there 
has developed in psychiatric social work a technique of interviewing which is 
based on the rationale that persons eventually talk spontaneously about those 
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things which to them are most important and that the manner in which 
persons express their ideas and feelings usually gives a much better picture 
of the situation and its many subtle factors, than direct questioning. The 
social worker's visits to schools, places of employment, other relatives, friends, 
etc., need similar discretion. In many instances the interested member of the 
family, or the patient, should be approached on the matter and given a rea- 
sonable explanation for the need of such a step in order to avoid arousing 
a feeling of antagonism or resentment. 


2. FUNCTIONS IN REGARD TO OTHER SOCIAL AGENCIES. 


In many clinics and hospitals it is customary for the social worker to 
answer letters of inquiry from other social agencies about patients and 
their families. These letters of inquiry may be related to the matter of 
arranging for treatment at the hospital or clinic for certain cases carried 
by the outside agency or giving information about patients and case situa- 
tions who are already under treatment at the clinic or hospital. Such letters 
should always be considered the responsibility of the psychiatrist and, inas- 
much as these letters frequently indicate or involve the policies of the hospital 
or clinic, their formulation should be delegated with care. 

In practically all psychiatric clinics and hospitals other social agencies are 
actively interested in certain patients who are being carried under treat- 
ment. The social worker connected with the respective psychiatric clinic or 
hospital should interpret the needs of the patient and recommendations of 
the psychiatrist to such agencies and when such agencies have competent 
personnel the social worker should secure their cooperation in carrying 
on the social case work required and arrange for any conferences indicated 
between the worker from the agency and the psychiatrist responsible for 
the patient. 

Cooperative case work with other social agencies requires much discretion 
and understanding among all concerned and especially on the part of the 
psychiatrist and the social worker from whom other agencies seek advice 
and assistance. The psychiatric hospital or clinic’s attitude and manner of 
approach, and this particularly refers to the attitude of the psychiatrist and 
the social worker, have a far-reaching significance in the interrelationship 
with any social agency. 

The avoidance of anything that savors of handing out an edict should be 
constantly in the mind of the clinic or hospital staff. The treatment plan 
must be evolved in feasible terms definitely related to the patient’s needs with 
recognition of the agency’s previous work in the family and subject to any 
modification that may make it more practicable. Any treatment plan accepted 
by the agency worker just because the clinic or hospital recommends it rather 
than because it seems workable, is probably carried out skeptically and with 
little understanding, it is nearly always doomed to failure. Cooperative treat- 
ment based on an individualized policy for each agency seems to depend for 
success more on personal contacts between staff members than on routine 
written reports. 
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3. SOCIAL TREATMENT. 


Much discussion has been centered about the question of treatment by the 
psychiatric social worker. Treatment in a psychiatric situation has many 
aspects and it may be stated that each person, whether doctor, nurse, psy- 
chologist or social worker, who enters a case situation, whatever the avowed 
purpose may be, becomes implicated in the therapy. The treatment activities 
of the psychiatric social worker properly consist of the following: 


A. Effecting changes in the environment. 


This consists largely of effecting changes in the environment by shifting 
or re-distributing various factors in order to give the patient more or different 
opportunities, or to relieve the patient from certain environmental irritations. 
More specifically, these consist of arranging for diversion, finding a job, fos- 
tering social contacts, placement in boarding homes, effecting changes in 
school placement, arranging for the institutionalization of another member 
of the family, and many other things. It might appear that such activities 
are relatively simple and easy to accomplish, but unfortunately, however, in 
order to effect a simple environmental change the attitude of one or another 
member of the family may be found to block the procedure and it therefore 
becomes necessary first to attempt to modify certain attitudes. It is work 
of this sort that the social worker is so often involved in when patients who 
are discharged or paroled from a psychiatric hospital are referred to her. 
This is the reason why it is important for the worker to have an opportunity 
to become acquainted with the patient and contact the family early in the 
period of hospitalization so that environmental shifts, which the psychiatrist 
may advise, when the patient leaves the hospital, may be more readily 
accomplished. 

The matter of job placement is much more than simply finding any job 
for the patient. It is necessary that the psychiatrist, and perhaps others, 
discuss with the social worker the matter of a job for the patient in terms 
of the patient’s needs, his limitations, his interests, his satisfactions, etc. 

In order that the social worker may carry out her work efficiently it is 
essential for her to know in detail the social welfare facilities, public and 
private, of the state and the district in which the hospital or clinic operates. 
In psychiatric clinics and hospitals where childreii are treated it is especially 
important for the social worker to be familiar with the educational system, 
provisions for special education, the education law, child welfare organizations, 
etc. The social worker should know her district thoroughly and be aware 
of the many facilities it offers which may be of value in the handling of any 
patient or case situation. 


B. Acting in an advisory capacity 


This entails, under the direction of the psychiatrist, advising the family 
of the patient as to how best to cope with his idiosyncrasies, supervision, con- 
trol, attitudes to be assumed toward him, etc. It also involves the giving of 
advice to patients under treatment in the clinic or those paroled or discharged 


a 2a 


fc 
D 
h 
n 
it 
0 
is 


1933] PROCEEDINGS OF SOCIETIES 439 


from the hospital. It may involve acting in an advisory capacity to social 
agencies in cases referred to the clinic or hospital by them. Such work 
involves the interpretation of the patient and the clinic or hospital to any 
one or more agencies or persons. 

However simple it may be to advise and no matter how sound the advice 
may be, it is entirely another matter to have the advice accepted and followed. 
Emotional attitudes and human behavior cannot be changed by a decree. 
They are more subtle than this and inasmuch as they depend upon funda- 
mental reaction formations it is often necessary to effect changes in attitudes 
and emotional reactions by giving the individual concerned an opportunity 
to understand the motivations of his own attitudes before he is able to accept 
and follow advice. 

In these activities the social worker is essentially a medium through which 
information is secured and discussion provided with the end in view of bringing 
more objectively on the part of the patient into the situation thus giving 
the patient an opportunity to make his own decisions. A discussion of the 
technique employed for this purpose leads directly to the third therapeutic 
activity of psychiatric social work. 


C. Modtfication of emotional attitudes. 


In this activity the social worker plays essentially a passive rdle and in- 
directly may modify certain attitudes by creating for the patient new or 
different experiences. The nuclear element in the direct form of this treat- 
ment upon which success or failure depends is that relationship of confidence 
or rapport established between the worker and the patient. This form of 
therapy requires the exercise of the worker’s best judgment and she must 
continually be aware of the quality of the relationship between the patient 
and herself and how it is being used by the patient. If the situation is not 
handled skillfully the patient is apt to utilize the worker as a prop or crutch 
when self dependence would be more constructive and the worker must con- 
stantly be on the alert in order to avoid identifying herself with the patient 
and his problems to the point where objectivity is too diluted. In this 
form of treatment the worker’s role is to give the patient the opportunity of 
verbalizing his attitude and feelings about himself and about the situation 
so that, with some guidance, the patient will arrive at a point where he is able 
to see for himself the part his attitude has played in the situation, and thus 
perceiving, will be enabled to accept suggestions and advice and formulate 
his own decisions which previously were rejected, at least emotionally, if 
not intellectually. 

In case situations where this technique is being used by the social worker 
it is highly important for the psychiatrist to be fully aware of all details 
of the situation and its progress. The social worker and the psychiatrist 
should confer frequently as it is important that the social worker have the 
opportunity to be guided by the psychiatrist’s judgment as to how far it 
is advisable for her to go in the situation. On occasions where the social 
worker has not been carefully directed in this form of treatment more harm 
than good has been done. 
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SUMMARY AND CONCLUSIONS. 


It does not appear wise at the present stage of development of social case 
work in psychiatry, which is s-ill essentially a new profession, for this com- 
mittee to draw up a set of rules regarding such work. This committee can 
only set forth what, for the time being, may be regarded as a few guiding 
thoughts. As the psychiatrist and psychiatric social worker function side by 
side each will develop a greater knowledge of the work of the other and only 
through such an interchange of experience and knowledge will some of the 
problems, which seem so perplexing today, be solved. Further experience 
will undoubtedly bring to light a great number of ways which are not now 
very clearly appreciated, in which the social worker may be of value to the 
patient, directly or indirectly. Your committee endorses in principle the 
following functions of the psychiatric social worker and recommends the 
following principles be regarded as guides in the interrelationship of the 
work of the psychiatrist and the psychiatric social worker. 

A. The functions of the psychiatric social worker are: 

1. To study case situations and complement the examination by the 
psychiatrist. 

2. To effect changes in the environment involving the patient or case 
situation and to this end familiarize herself with all public and private 
social welfare and educational facilities in the district in which the 
clinic or hospital operates. 

3. To secure the cooperation of other social agencies and when possible 
to arrange for them, through joint conferences with the psychiatrist, to 
work cooperatively with the hospital or clinic. 

4. To effect changes in or modify attitudes of patients, and more par- 
ticularly their relatives, in order that changes in the environment and 
the advice of the psychiatrist may be accepted and followed regarding 
their attitudes and activities as related to the problems in the case 
situation. 

B. The work of the psychiatrist and the psychiatric social worker should 
be closely interrelated. This interrelationship is best assured when: 

1. The psychiatrist retains full responsibility for the activities of the 
psychiatric social worker and yet delegates to her that part of the case 
work which psychiatric social work has evolved as a separate but closely 
allied field of activity. 

2. The psychiatrist and psychiatric social worker confer with each 
other at frequent intervals, thus keeping each other informed of their work 
and findings in the case. 

3. The psychiatrist is as specific as possible as to the case rieeds in 
respect to further information, treatment or placement. In order for the 
psychiatric social worker to function satisfactorily she frequently has to 
make her plans extemporaneously but the psychiatrist should review all 
of the work done on the case in relation to its social service needs. 
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4. The case is assigned to the psychiatric social worker early in the 


period of hospital or clinic contact and the psychiatrist, when he makes’ 
the earlier contact, prepares the patient or his family for the entry of the’ 


social worker into the case situation. 
Howarp W. Porter, Chairman, 
Henry I. Kopp, 
Henry C. SCHUMACHER, 
GeEorGE S. STEVENSON, 
Kar_ M. BowMAN. 


REPORT OF THE COMMITTEE ON STATISTICS. 
To the Council, American Psychiatric Association: 


One outstanding event of great interest to The American Psychiatric 
Association has been the publication, early in January of 1933, of the first 
authorized edition of the Standard Classified Nomenclature of Disease. It 
has been officially approved by the national associations of the various special- 
ties, including our own. Its use will promote uniformity and accuracy in 
medical thinking and in the collection of medical statistical data. Already 
adopted by some general hospitals, it will be introduced into all the mental 
hospitals of Massachusetts on October 1, 1933, the beginning of that state’s 
statistical year. It is hoped that other states will take similar action if they 
have not already done so. 

The Committee on Statistics strongly urges each hospital and individual 
member of The American Psychiatric Association to use the Standard 
Classified Nomenclature of Disease. It is anticipated that some revisions and 
additions may be required. One addition is already being considered. Thus 
the psychoneuroses, psychopathic personalities, and certain behavior disorders, 
seen chiefly in out-patient clinics, constitute a borderland common to both 
psychiatry and neurology. Differences within this borderland are embodied 
in the first authorized edition of the Standard Nomenclature. Measures have 
already been taken to reach a common nomenclature, acceptable to all, through 
committees representing the two national organizations of psychiatrists and 
of neurologists acting with the Executive Secretary of the National Con- 
ference. When agreements have been reached, the results will be submitted 
to The American Psychiatric Association for approval before their promul- 
gation. 

There is a growing demand by mental clinics, especially those in connec- 
tion with general hospitals, by out-patient department and child guidance 
clinics for greater uniformity in diagnostic grouping of patients. Most of these 
clinics are controlled or guided by psychiatrists, and it is, therefore, appropri- 
ate that The American Psychiatric Association should take the lead in 
bringing about greater uniformity in the classification of these disabilities. 
The Committee on Statistics respectfully recommends that a special committee 
of The American Psychiatric Association be appointed to examine the nomen- 
clatures now used in out-patient and child guidance clinics, with a view 
to formulating greater uniformity and standardization of nomenclature for 
the disabilities seen in them. 
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The Committee on Statistics learns with gratification that the decennial 
census for 1933 of institutions for mental patients, including the feebleminded 
and the epileptics, will not be curtailed. Plans are being made to include 
additional sections relating to the criminal insane and defective delinquents: 
to sterilization; and to neuropsychiatric hospitals and patients, and mental 
patients in general hospitals. For this interest in the psychiatric fields on the 
part of the Bureau of the Census and of its recently retired director, Mr. W. M. 
Steuart, the Committee on Statistics wishes to express its keen appreciation. 

Respectfully submitted, 
E. STANLEY Aspot, Chairman, 
SANGER Brown, II, 
C. MAcFIE CAMPBELL, 
WALTER L. TREADWAY, 
Geo. H. Kirsy, 
FRANKWoop E. WILLIAMS, 
RicHArp H. HuTcHINGs, 
ALBERT M. BarreETT, 
Wma. T. SHANAHAN, 
CLARENCE M. HINCKs. 


SUPPLEMENYARY REPORT OF THE COMMITTEE ON STATISTICS. 


To the Council; American Psychiatric Association: 

The Committee on Statistics wishes to make the following supplementary 
report, relating to matters that could not be reported upon as early as the 
end of April. 

Agreement having been reached with the National Conference on Nomen- 
clature of Disease with regard to certain changes in the Standard Classified 
Nomenclature of Disease, the Committee on Statistics recommends the ap- 
proval of the accompanying classification of the Psychoneuroses, the Psycho- 
pathic Personalities, and the Primary Behavior Disorders for inclusion in 
the next revision of the Standard Classified Nomenclature of Disease. 

The committee agreed informally that it should consider a revision of the 
classification of mental diseases before a new edition of the Standard Classi- 
fied Nomenclature of Disease should be published, and that in connection 
with such revision it should include the nomenclatures and classification of 
the conditions seen in adults in mental out-patient and analogous clinics. 


SUGGESTED NEW CLASSIFICATION. 
Psychoneuroses. 


Hysteria. 
Anxiety Hysteria. 
Conversion Hysteria. 
Conversion Hysteria, anesthetic type. 
Conversion Hysteria, paralytic type. 
Conversion Hysteria, hyperkinetic type. 
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Conversion Hysteria, paresthetic type. 
Conversion Hysteria, autonomic type. 
Conversion Hysteria, amnesic type. 
Mixed Hysterical Psychoneurosis. 
Psychasthenia or Compulsive States. 
Obsession. 
Compulsive Tics and Spasms. 
Phobia. 
Mixed Compulsive States. 
Neurasthenia. 
Hypochondriasis. 
Reactive Depression. 
Anxiety State. 
Mixed Psychoneurosis. 


The committee voted to ask the Council for authority to appoint a special 
sub-committee of seven, with the approval of the President, under the chair- 
manship of a member of the committee, for the purpose of considering the 
nomenclatures and classifications currently used in different parts of the 
country in clinics dealing with personality disorders in childhood. 

Respectfully submitted, 
E, Stan.tey Apsot, Chairman. 


REPORT OF THE COMMITTEE ON RESOLUTIONS. 


Mr. President, your Committee on Resolutions begs to call attention to 
some important recommendations made by standing committees. These have 
been acted upon favorably by the Council, and we urge for them the support 
of the Association. 

The report of the Committee on Psychiatric Social Service after formulat- 
ing a general definition of psychiatric social work, then amplified a classifica- 
tion of the specific nature and practical everyday work of the psychiatric 
social worker, the details of which center around the principle that the psy- 
chiatrist should retain full responsibility for the activities of the psychiatric 
social worker, and yet delegate to her that part of case work which psy- 
chiatric social service has evolved as a separate but closely allied field of 
activity. 

The Committee on Standards and Policies has been at work for several 
years on various problems presented. Its final report for this year recom- 
mends the use of hospitals for mental diseases as teaching adjuncts to the 
study of the social sciences; to students of the various professions, and to 
social service workers; that the association should place itself on record as 
favoring more extensive adoption of so-called temporary care laws, and that 
the process of admission to psychiatric hospitals should be stripped as far 
as possible of every procedure that offends the sensibilities or violates the 
self-respect of the individual needing treatment; that centrally controlled 
bodies should have a psychiatrist in the organization; that steps be taken 
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for the establishment of affiliation with the American Association for the 
Advancement of Science. 

The Committee on Standards and Policies recommended the adoption of 
a working schedule, characterized as a minimum plan for the classification 
of hospitals, stating that the interest of the Association lies not so much in 
the formation of a schedule of standards as in seeking a way by which the 
assembled knowledge and weight of influence of the Association can by some 
practical organized plan be brought to bear on the problems of its individual 
members in their efforts to improve their hospitals. 

The Committee on Relations with Social Sciences recommended that it 
be continued on account of the possibility of future activity on the part of 
the Association in the field surveyed by this committee. 

Your Committee on Resolutions in presenting its report embraces the 
opportunity to record on behalf of the Association, its individual members, 
and guests, our appreciation of all the arrangements which have been so 
admirably made and carried out for this, the 89th annual meeting of the 
Association. 

To follow the proceedings somewhat in the chronological order: The offi- 
cial welcome to the City of Boston was extended by His Honor, Mayor James 
M. Curley. Together with his warm greetings, he cited, in ringing accents, 
progress in the conquering of certain major diseases of an infectious and 
contagious nature, formerly attended with high mortality, attributing these 
victories to the furnishing of the absolutely required financial support to 
carry out the measures discovered by science, and he urged the necessity for 
a like public generosity to work actuated by the spirit of service to humanity 
which this Association represents. 

To this welcome were added addresses also of welcome by Dr. Halbert G. 
Statson, Dr. Morgan B. Hodskins, and Honorable Herbert G. Parsons, the 
presidents respectively of the Massachusetts Medical: Society, the Massa- 
chusetts Psychiatric Society, and Massachusetts Mental Hygiene Society. 

On behalf of the Association, Dr. May duly and fittingly voiced our thanks 
and appreciation for their addresses with their warm greetings and sentiments. 

We believe that this is the time and the place to state that the address by 
the President, Dr. James V. May, which followed, is of epochal importance. 
He seized the occasion to sound in no uncertain terms a keynote of warning 
to the Association, recounting fact after fact showing the invasion of un- 
qualified individuals and groups into the field of psychiatry, which has been 
taking place over a period of years. At the same time, he marshalled lists of 
required standards rigidly maintained for membership in various recog- 
nized specialties of medicine and surgery. Our interpretation of this timely 
address can well be that the birthright of psychiatry, which is to deal with 
the human subject as a psycho-biological unit, must be from the purely medi- 
cal standpoint, and must be preserved by equally high standards applicable 
to psychiatry. Dr. May urged such procedure upon this Association, and in 
this vital matter insisted upon the danger to our Association of delay. 

At the close of Dr. May's address, it did not seem that these emphatic 
words should pass without some response. Dr. William A. White rose to 


1933] PROCEEDINGS OF SOCIETIES 445 


the occasion and in fitting words of agreement expressed, we are sure, the 
reactions of us all to this timely address, 

The occasion of the annual dinner at the New Ocean House in Swamp- 
scott came as a happy interval in the midst of the serious work of the 
sessions. 

We were honored there by the presence of His Excellency, Joseph B. Ely, 
who welcomed the Association in the name of the State of Massachusetts. 
While we were honored by his presence, yet he paid us a delicate compli- 
ment by saying that he was honored by being invited to our presence, and 
further, that he felt safe with us. 

Now we come to the agreeable duty of expressing our thanks to com- 
mittees and individuals who have made this meeting a memorable one in our 
history. 

First of all, we owe a tribute to our President, Dr. James V. May, for his 
guiding hand during the past year and for his effective presiding presence. 

The services of our secretary, Dr. Clarence O. Cheney, during the week 
of these sessions must receive a note of our hearty appreciation. He has to 
occupy many days and hours in preparation for an annual meeting besides 
being in constant attendance and having responsibility for much of the work 
of the sessions. We must remember too that as Secretary-Treasurer during 
the years he has filled that office with efficient service, he has had an all- 
year-round job. 

To the chairman of the Committee on Program, Dr. Samuel W. Hamil- 
ton, and his associates, we extend our congratulations for the varied and 
instructive papers, moving pictures, and other demonstrations. We have had 
a wide range of subjects which on the one hand have aimed to penetrate 
more deeply into some of the perennial subjects of psychiatry, and on the 
other hand, have given us the benefit of studies zealously pursued in the 
newer problems which are every now and then challenging our advance. 

The Committee on Arrangements, Dr. L. Vernon Briggs and his asso- 
ciates, have evidently spared no pains early and late to insure the success of 
this meeting as to our accommodations, comfort and entertainment. 

While we are as an association guests in the City of Boston, yet we want 
to acknowledge our sense of indebtedness to the hospitality of all New 
England, for at an early time after the decision to hold this meeting here, 
the late Dr. George M. Kline interested the trustees and the staffs of all 
hospitals for mental diseases and institutions for feeble-minded of all the New 
England states to assist in insuring the success of this meeting. Following 
the decease of Dr. Kline, Dr. Briggs took up this work and carried it to a 
satisfactory completion. 

We herewith express our thanks and grateful appreciation for the cordial 
invitations and the facilities which have been made available for visits to places 
of interest in and about Boston; the rich collection of books and materials 
at the Boston Medical Library relating to psychiatry, where is also housed 
the Morton Prince Memorial Room; the hospitals and institutions in and 
about Boston; The Warren Museum. Also, we gratefully acknowledge the 
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courtesies exterided to the Association and guests by the various country 
clubs. 

The ladies also have received attention and courtesies from the local 
ladies’ committee. On a trip to Plymouth, there was opened to them the 
Dorothy Q. House in Quincy, and the trustees of the Fenway Park extended 
to the ladies an invitation to visit that famous Museum of Art. 

There are various individuals who deserve our thanks, namely, the ladies 
loaned from the several institutions who have taken care of all of our regis. 
trations and reservations of all kinds. 

We thank Miss Crow who has made the stenotype records of valuable 
discussions. 

We wish to thank the management and employees of the Statler Hotel 
for their attentions and uniform courtesies. 

In closing this report, we will confess to one error. That is, the weather 
man was not subsidized to furnish us with good conditions. This has been 
a lesson to us and we promise that when you come again, this will not be 
overlooked. 

ArTHUR H. HARRINGTON, Chairman, 
Forrest C. Tyson, 
Rocer C. SwInt. 


REPORT OF COMMITTEE ON RESEARCH. 


Your Committee on Research has sought to facilitate the discussion and 
interchange of thought among those concerned with psychiatric research, 
supplementing thus in some measure the functions of the scientific program. 
Two members of the committee presented at the last annual meeting a 
survey of “ Present Trends in American Psychiatric Research,” and one of 
the Round Table groups discussed “ The Direction of Psychiatric Research.” 
The large attendance at this round table offered encouraging indication of 
the interest in research. The discussion disclosed but little enthusiasm for 
the tentative offer of the committee to serve as a clearing house for the 
exchange of information about research projects in progress. In fact there 
was apparent some apprehension lest the committee undertake active efforts 
to control research. Perhaps, as is planned this year, a smaller round table 
group for the discussion of a particular field of research may lead to more 
tangible cooperation. 

Suggestions have been made to the committee that the Association devote 
some funds to the specific encouragement of research, either as a prize or 
as a grant-in-aid. During the year one letter of inquiry was received, asking 
for a research project. From several quarters, both within and without the 
Association, have come criticisms of the comparative lethargy of psychiatric 
research. Some of the criticism may perhaps be dismissed as ill-informed, 
just as commendation is sometimes inept. It is noteworthy that few seem 
to realize the difficulty of formulating small-scale research projects which 
shall be, at the same time, of psychiatric significance. It is probably more 
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strikingly characteristic of psychiatry than of other fields of medical interest 
that the significant problems run to the dimensions of a life-work rather 
than a few months or years. Those responsible for psychiatric leadership 
may perhaps help research most by further strengthening the policy of mak- 
ing more ample provision for careers in psychiatric research. 
Respectfully submitted, 

J. C. WxiTEHORN, Chairman, 

Huco MELLa, 

E. HInsig, 

CuirFrorp B. Farr, 

GREGORY ZILBOORG. 


REPORT OF THE REPRESENTATIVE OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION ON THE DIVISION OF MEDICAL SCIENCES, 
NATIONAL RESEARCH COUNCIL. 


From economic necessity, there has been some limitation in the activities 
of the National Research Council and a reorganization to reduce expense. 
As it affects the Division of Medical Sciences, the cut provides for a part- 
time chairman to hold office for three years, instead of full-time for one 
year, and establishes a restricted group of so-called Executive Members 
whose travel expenses are to be paid by the Council—an expense which has 
hitherto been borne for all the members. At the annual meeting of the 
Division in Washington, April 27, 1933, it was this problem of reorganiza- 
tion which elicited the most discussion. Some members suggested that each 
of the sixteen societies represented pay the travel expense of its representa- 
tive, but this would not be possible for some of the societies, which are 
already in financial difficulties. It was voted to include in the “ Executive” 
list three of the five members-at-large and the six societies most clearly 
representative of the basic medical sciences: the American Association of 
Anatomists, the American Physiological Society, the American Society of 
Biological Chemists, the American Association of Pathologists and Bacteri- 
ologists, the Society of American Bacteriologists, and the Association of 
American Physicians; with an optional provision for rotation with the other 
ten societies. The organization wishes however to maintain the interest and 
cooperation of all the sixteen societies represented, and all members who can 
attend meetings are to have the same status as before, except for the expense 
account. Probably more of the Council affairs will be transacted by mail. 

It has been possible to get funds to maintain the investigations of most of 
the committees of the medical division, including those on drug addiction and 
problems of sex. The Division of Medical Sciences had recommended finan- 
cial support to assist in establishing and improving the “ Standard Classified 
Nomenclature of Disease,” but the Council was unable to do so directly, 
although it did assist in obtaining some independent support to keep the 
work going. 

Respectfully submitted, 
J. C. Wuitenorn, M.D. 
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MEMBERS ELECTED AT THE MEETING OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION, 1933. 


Franz Alexander, Chicago, Ill. 

Bernard J. Alpers, Philadelphia, Pa. 

Leslie R. Angus, Hartford, Conn. 

Eugene L. Aten, Osawatomie, Kans. 

Asher L. Baker, Beacon, N. Y. 

Elsworth Frederick Baker, Marl- 
boro, N. J. 

John William Ballard, Farnhurst, 
Del. 

Theodore Barber, Norfolk, Neb. 

Frederick H. C. Baugh, Guelph, Ont., 
Canada. 

Gilbert M. Beck, Buffalo, N. Y. 

Lauretta Bender, New York, N. Y. 

Clyde Rolland Bennett, Farnhurst, 
Del. 

David E. Bixby, Cleveland, Ohio. 

D. Herbert R. Bosworth, New Or- 
leans, La. 

A. Louise Brush, White Plains, N. Y. 

James A. Brussel, Brentwood, L. I., 
N. Y. 

Dorothy S. Burdick, White Plains, 
N. Y. 

Temple Burling, Chicago, Ill. 

Leslie R. Chamberlain, Danville, Pa. 

Archie Crandell, Greystone Park, 
N. J. 

Frank J. Curran, New York, N. Y. 

Mary Danforth, East Gardner, Mass. 

Peter G. Denker, New York, N. Y. 

Frederick Wm. New 
York, N. Y. 

Oskar Diethelm, Baltimore, Md. 

William M. Doody, City, 
N. J. 

Earl D. Dorris, Bolivar, Tenn. 

Margaret Douglas, Greystone Park, 
N. J. 


Dershimer, 


Jersey 


Clarence 
Neb. 

Andre L. Ducharmo, Bangor, Maine. 

H. Flanders York, 

Dean Hume Duncan, Shreveport, La, 

Ednar Gerrish Dyar, Howard, R. I, 

Norman Lewis Toronto, 
Ont., Canada. 

Floyd Leslie Echols, Perry Point, 
Md. 

James R. Enright, Kaneohe, Oahu. 

Samuel H. Epstein, Boston, Mass. 

Dorian New York, 

Harry Leo Freedman, Attica, N. Y. 

Robert E. Gardner, Montor, Ohio. 

Theodore Gebirtig, Greystone Park, 

Lydia G. Giberson, New York, N. Y. 

John R. Gill, Petersburg, Va. 

Maxwell Gitelson, Chicago, IIl. 

William A. Gollick, Kings Park, 

Titus H. Harris, Galveston, Texas. 

Robert R. Hayes, Danville, Pa. 

Maurice A. R. Hennessy, Brooklyn, 
N. Y. 

Nils Bror Hersloff, New York, N. Y. 

Edward J. Hoedemaker, Philadelphia, 
Pa. 

3artholomew W. Hogan, Philadel- 
phia, Pa. 

Arthur T. Hopwood, Orient, Ohio. 

Daniel D. Hurst, Detroit, Mich. 

Rolland A. Jefferson, Denver, Colo. 

Granville L. Jones, Marlboro, N. J. 

Robert A. Kidd, Jr., Columbus, Ohio. 

Hugh E. Kiene, Providence, R. I. 


Drummond, 


Norfolk, 


Dunbar, New 


Easton, 


Feigenbaum, 
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Josef A. Kindwall, White Plains, 

Frank O. King, Foxboro, Mass. 

Edward Homer Kinsman, Toronto, 
Ont., Canada. 

Elmer Klein, Baltimore, Md. 

Olga Knopf, New York, N. Y. 

Joseph L. Kubanek, Howard, R. I. 

Lawrence S. Kubie, New York, N. Y. 

Ralph H. Kuhns, Elgin, Ill. 

Maurice Levine, Baltimore, Md. 

L. Gilbert Little, Cleveland, Ohio. 

Max Littner, Farnhurst, Del. 

George McC. Lott, Providence, R. I. 

Frank H. Luten, Memphis, Tenn. 

William Kerr McCandliss, Trenton, 
N. J. 

Ronald B. McIntosh, Philadelphia, 
Fa. 

Alexander E. McKercher, Toronto, 
Ont., Canada. 

James P. Molloy, Jr., Chicago, Il. 

Clarke W. Mangun, Mount Pleasant, 
Iowa. 

Berry C. Marshall, Baltimore, Md. 

A. A. Marsteller, Washington, D. C. 

Walter B. Martin, Attica, N. Y. 

Clement Buchanan Masson, New 
York, N. Y. 

Vera G. Mather, Howard, R. I. 

Joseph Jules Michaels, Ann Arbor, 
Mich. 

Merrill Moore, Boston, Mass. 

Cecelia K. Morris, Cleveland, Ohio. 

Wendell Muncie, Baltimore, Md. 

John O. Newton, Cleveland, Ohio. 

Charles E. Niles, Poughkeepsie, 
N. Y. 

Abraham M. Ornsteen, Philadelphia, 
ra. 

Roger C. Osterheld, Taunton, Mass. 

Garland H. Pace, Provo, Utah. 

Gerald C. Parker, New York, N. Y. 

Z. Rita Parker, New York, N. Y. 

Clifton Todd Perkins, Worcester, 
Mass. 


Lillian Delger Powers, New York, 
N. Y. 

Walter Rapaport, Oakland, Cal. 

Richard Frank Richie, Harrisburg, 
Pa. 

Lilla Ridout, Norristown, Pa. 

Leonard Rosenzweig, Warren, Pa. 

Leonard Rothschild, New York, 
N.Y. 

George Alfred Rowland, Chillicothe, 
Ohio. 

Edward Cornelius Ruge, Sedro 
Woolley, Wash. 

Ethel C. Russell, Philadelphia, Pa. 

William S. Sadler, Chicago, II. 

Val B. Satterfield, New Haven, 
Conn. 

Lawrence Schneider, Warren, Pa. 

Paul L. Schroeder, Chicago, Ill. 

Arthur John Schwenkenberg, Dallas, 
Texas. 

William Shapera, Pittsburgh, Pa. 

John Edward Sharpe, Toronto, Ont., 
Canada. 

Edward B. Shellenberger, Danville, 
Pa. 

Mandel Sherman, Chicago, IIl. 

Burton L. Sinclair, Howard, R. I. 

Francis Harper Sleeper, Worcester, 
Mass. 

Patricia Steen, Kings Park, N. Y. 

Reginald R. Steen, Kings Park, N. Y. 

Calvert Stein, Palmer, Mass. 

George C. Stevens, Yellow Springs, 
Ohio. 

John F. Stauffer, Philadelphia, Pa. 

Albert H. Super, Pennhurst, Pa. 

Jackson M. Thomas, Waverly, Mass. 

James F. Vavasour, Valhalla, N. Y. 

Carl P. Wagner, Hartford, Conn. 

Walter Charles Weigner, Providence, 

Max H. Weinberg, Pittsburgh, Pa. 

Harry I. Weinstock, New York, 
N. Y. 
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David Bruce Williams, 
Wyoming. 

George W. Wilson, Detroit, Mich. 

Bernard O. Wise, Howard, R. I. 

Max E. Witte, Bangor, Me. 

Fritz Wittels, New York, N. Y. 


Evanston, 


[ Sept. 

Theodore P. Wolfe, New York, 
N. Y. 

Isaac N. Wolfson, Poughkeepsie, 
N. Y. 


Charles R. Yhost, Danville, Pa, 
Morris Yorshis, Worcester, Mass. 


FELLOWS ELECTED AT THE ANNUAL MEETING OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION, 1933. 


Charles R. F. Beall, Atlanta, Ga. 
A. L. Beier, Chippewa Falls, Wis. 
Eugene F. Bogen, Hines, Ill. 
Harry H. Botts, Washington, D. C. 
Hugh Thompson 
Worcester, Mass. 
John P. S. Cathcart, Ottawa, On- 
tario, Can. 
Henry Octave Colomb, Pineville, La. 
William J. Donahue, Newark, N. J. 
Joseph LeRoy Gilbert, Washington, 
<. 
Titus H. Harris, Galveston, Texas. 
Ross E. Herold, Willard, N. Y. 
Joel Milam Hill, White Plains, N. Y. 
Clark B. Holbrook, Waymart, Pa. 


Carmichael, 


Richard H. 
dale, N. Y. 

Walter Raymond Krauss, Warners- 
ville, Pa. 

P. G. Lasche, Palo Alto, Cal. 

Homer Isaac Rexford, Central Islip, 

Paul H. Rupp, Wauwatosa, Wis. 

Ernest 


Hutchings, Jr. Wing- 


Frederick Russell, New 
Haven, Conn. 

Samuel A. Silk, Washington, D. C. 

William Victor Silverberg, Balti- 
more, Md. 

Charles W. Thierry, St. Louis, Mo. 

Henry O. Witten, St. Louis, Mo. 


jNotes and Comment, 


RICHARD DEWEY. 


The JourNAL has the unhappy duty of recording the death at 
his home in California on August fourth of its former editor Dr. 
Richard Dewey, longest time member of the Association, illustrious 
pioneer in American psychiatry. It is fittingly welcome that the 
memorial tribute appearing in this issue is written by his friend 
and co-editor emeritus, Dr. Blumer. 

In this number of the JouRNaL appears also Dr. Dewey’s last 
message, prepared in his eighty-eighth year for the annual meeting 
of the Association which was but one year older than he. It is 
a significant message. It reveals the kind of man he was, the 
qualities of heart and mind which make the good physician. It 
was a dozen years or more since Dr. Dewey had retired from active 
professional life. In such retirement many scientific interests and 
objectives must necessarily be relinquished; but there remained, 
despite these inevitable surrenderings, the guiding motive of his 
life work, and in these ultima verba he reiterates the principal 
article of his faith, the key-note of all successful psychiatric prac- 
tice, namely the scrupulous thoughtful consideration from first to 
last of the individual patient, in an endeavor to feel oneself in his 
place. This spirit one discerns also in a verse written by Dr. Dewey 
on his seventieth birthday while still actively engaged in hospital 
work; he refers to those under his care not as patients but as 
“friends by fateful ills unto me bound.” 

In a letter from his daughter, Miss Ellinor M. Dewey, are words 
which I hope it may be permitted to quote. “It seems to me,” 
she writes, “‘ that the doctors who have made it their life work to 
care for and take an interest in the insane become the finest, 
kindest men in the world. I felt it so strongly in helping father in 
copying records and taking dictation for the histories of the early 
asylums and of the doctors who founded them and carried on the 
work—what splendid men they were!” 
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To this “ wonderful company” Dr. Dewey belonged; and the 
rich memories and pattern of his life are the heritage he has left to 
his family and friends and to the Association of which he was so 
honored and well beloved a member. 

C.B.E 


EXPANSION AT LETCHWORTH VILLAGE.—On June 14, 1933, 
cornerstones for eleven new buildings were laid at Letchworth 
Village, Thiells, New York. This huge project, which was begun 
in 1911, will on completion make Letchworth Village the largest 
of state institutions for mental defectives. 

The institution, consisting of 2300 acres, was started with two 
colonies of 50 boys each. Today there are approximately 2900 
boys and girls, and with the completion of the building program 
the capacity will be in the neighborhood of 3600. The buildings 
are small to create as much as possible an atmosphere of normal 
home life and conditions, and with the new units will increase 
the number of houses to 93. 

Academic instruction ranges from kindergarten through the 
fifth grade, with 22 teachers and 12 industrial instructors. Pupils 
do not remain in school after 16 years, and no child with a mental 
age of less than 4 is entered in the classes. There is suitable indus- 
trial and occupational work provided for all ages ;—weaving, rug- 
making, basketry and other activities. Shops offer training for 
boys and men in carpentry, metal work, furniture making and other 
trades, the aim of Letchworth being to return as many as possible 
to the community. Agricultural development has been extensive, 
400 acres having been put under cultivation. Many kinds of fruits 
and vegetables are raised, and the surplus preserved in the village’s 
canning factory. 

Letchworth Village serves also as a modern research plant, with 
well-equipped laboratories and clinics. A Summer School also 
exists for students interested in the study of the mentally defective. 


Tue CHINESE MepicaL JourNAL.—During the past year the 
Chinese Medical Association, the largest professional organization 
in China, came into being. This body represents the merging of the 
China Medical Association and the National Medical Association ; 
its official organ, The Chinese Medical Journal, supersedes the 
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official publications of the two former bodies. In its new form this 
excellent periodical takes its place as a worthy member of the family 
of national medical publications, and may be expected to exert an 
increasing influence for the continued development of the medical 
services in the great country which it serves. 

In the progress of medical science in any country psychiatry and 
mental hygiene are likely to be the latest to come into their own. In 
this respect China is no exception and an almost virgin field lies 
before the pioneers of that country in the study and treatment of 
mental disease and the teaching of mental hygiene. An American 
psychiatrist, J. L. McCartney,* writing from Shanghai in 1927 drew 
attention to the sorry estate of the mental patient in China, owing 
to a general lack of knowledge among the people, and even among 
physicians, of the nature and causes of mental disorders; and 
further to the almost total lack of facilities for treatment or even 
care. 

McCartney reported the existence of public institutions for the 
confinement of insane persons in Peking, Canton and Hongkong, 
although these could hardly be called hospitals. He stated that 
there were in 1927 only six physicians in China who had “ more 
than a passing interest in the important problem.” Further light 
on the professional attitude is contained in the observation that 
“twenty-four of the missionary physicians questioned answered 
that they had seen cases that they considered were of demoniacal 
possession.” It was estimated that there were at least 3,000,000 
nervous and mental patients in the Republic needing treatment, 
about half of them hospital care, which could not be provided. 

The Chinese Medical Journal reports that the Health Committee 
of the Shanghai Municipal Council has recommended an appropria- 
tion for the erection this year of a mental hospital in that city, and 
that a similar institution has already been provided for the city of 
Kaifeng. This is gratifying evidence of a developing interest in 
mental health on the part of both the profession and the public 
authorities. To promote this interest will be, we feel sure, one of 
the greatest services which the official organ of the medical pro- 
fession in China can render its country, and one which indubitably 
will bring its own reward. 


* Archives of Neurology and Psychiatry, July, 1927. 


0 
e 
n 
| 
| 
| 


454 NOTES AND COMMENT [ Sept. 


Druc TRAFFIC IN THE East.—The Central Narcotics Intellj- 
gence Bureau in Cairo, in its recently issued report for 1932, pre- 
sents facts which demonstrate with startling emphasis the magnitude 
and baffling character of the problem of narcotic control. The dis- 
lodging of the “ Drug Barons of Europe ” and the closing of their 
headquarters in France, Germany and Switzerland, have simply 
meant the transfer of their activities elsewhere. 

Turkey became the source of an enormous traffic supplied by 
three private drug factories which formed the basis of an illicit 
world trade. Then Mustapha Kemal stepped in; the factories were 
closed; manufacture of opium is legally limited to actual medical 
requirements ; export is strictly controlled ; the production of hashish 
is prohibited. 

Driven out of Turkey the traffickers next set up business in Bul- 
garia, acquiring momentum with the move. Bulgaria is now a world 
center for the trade, with nine factories in operation, from which 
narcotics are supplied to Egypt, Europe, America and the Far East. 
It remains to be seen what Bulgaria will do about it. She is a 
member of the League of Nations and a party to the Drug Limita- 
tion Convention of 1931. 

In China the traffic has attained alarming proportions, of late 
years largely through the activities of Japanese agents who were 
quick to profit by the experience of European manufacturers 
and developed enormously their own production facilities. The 
report states that as much as five tons of heroin have been poured 
into China monthly, this amount being now increased by the 
setting up of factories in Manchuria. 

From Japan, China herself learned the lesson ; and to-day many 
thriving factories exist in the latter country. In fact, narcotic pro- 
duction is increasing to such an extent in China that she may soon 
have to be reckoned with as the export center for a world traffic. 

It is clear from the Bureau’s report that Geneva and the govern- 
ments of the world still have in narcotic control a tremendous prob- 
lem to deal with. 


PsyYCHIATRIC JURISPRUDENCE.—The American Bar Association, 
at its meeting in Memphis in 1929, adopted a resolution recommend- 
ing that psychiatric service be made available to the criminal and 
juvenile courts and to penal and correctional institutions. 


1933 | NOTES AND COMMENT 455 


The “ Memphis Resolutions ” of the American Bar Association 
were likewise adopted by The American Psychiatric Association and 
the American Medical Association. 

At its Chicago meeting in 1930 the American Bar Association 
passed the following resolution recommended by its Committee on 
Psychiatric Jurisprudence : 


Resolved, By the American Bar Association: 

1. That it is highly desirable for a survey to be made of the present state 
of psychiatric service as an aid to courts and to penal and correctional insti- 
tutions so that complete data thereon may be available to all interested, in- 
cluding courts, correctional institutions, bar associations and the public, in 
order that the results so far achieved may encourage more widespread use 
of psychiatric service as an aid to the solution of the crime problem, in 
furtherance of the resolutions passed by the American Bar Association last 
year. 

2. That the desirability of making such survey be suggested to the Social 
Science Research Council with a request to that body to undertake an investiga- 
tion of this nature. 


No action resulted with respect to the suggestion contained in the 
second paragraph of the foregoing resolution. 

In its report submitted at the 1933 meeting of the American Bar 
Association at Grand Rapids, the Committee on Psychiatric Juris- 
prudence states : 


The cooperating committees representing The American Psychiatric Asso- 
ciation and the American Medical Association, meeting with this committee at 
the headquarters of the American Bar Association on June 10, 1933, brought 
reports of the generally increased and successful use of psychiatric service 
in many parts of the country and are in entire accord with the necessity of a 
survey which will demonstrate the successes achieved and point the road to 
further developments. 

The committee, therefore, recommends the adoption of the following 
resolution : 

“Resolved, That the Section on Criminal Law urge the Association to 
adopt the following resolution: 

“ Resolved, By the American Bar Association that this Association reaffirms 
its expression at the 1930 meeting in Chicago, regarding the desirability of 
a survey of the use of psychiatric service in dealing with crime and the 
offender, and that steps be taken to bring about such a survey by some organ- 
ization interested in this needed public service.” 

That the cooperative effort in this field may be continued, we also recom- 
mend the following resolution: 

“ Resolved, That the Committee on Psychiatric Jurisprudence be continued 
for further study in cooperation with committees from the American Medical 
Association and The American Psychiatric Association.” 
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These challenging resolutions by the American Bar Association 
indicate the urgent importance of the recommendations of Dr. May 
in his presidential address this year at the Boston meeting of The 
American Psychiatric Association, vigorously seconded by Dr, 
White, that the Association set up and maintain its own standards 
of psychiatric education and practice ; and of the initial step taken at 
this meeting in the appointment by the president of a Board of 
Examiners for the certification of psychiatrists. 


Fitms oF Hospitat AcTIVITIES.—The Committee on Program, 
in seeking to encourage the use of motion pictures to illustrate 
hospital work and activities, calls attention to a monograph entitled, 
“The Motion Picture as a Professional Instrument,” prepared by 
W. F. Kruse. This has to do with scientific films and can be 
obtained free of charge by applying to the Educational Division, 
Bell and Howell Company, 1801 Larchmont Avenue, Chicago, III. 

The committee repeats its request to report to it any films of 
hospital activities, whether taken by professionals or amateurs. 
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Book Reviews. 


PsYCHOSE EN CRIMINALITEIT BIJ TWEELINGEN. (PsycHOSES AND CRIMINAL- 
iry IN Twins.) By A. M. Legras. Dissertation for the degree of Doctor 
of Medicine, University of Utrecht, 1932. 


The material on which this study is based consists of 47 pairs of twins 
with mental or nervous disorders and with criminality. For the reader's 
convenience, we have prepared the following table in which this material 
is summarized. 


Monozygotic. Dizygotic. 
Opposite 
Male. Female. Male. Female. sex. 
Idiocy or imbecility................ 2 I 2 I e 6 
Schizophrenic psychoses .......... 4 2 3 3 I I 14 
Manic-depressive psychoses ....... I eS 4x I 3 
Psychopathic states ............... I I 2 
Psychoneuroses 2 I 3 
Multiple sclerosis I I 
Delinquency and criminality....... I I 8 


The first few chapters are devoted to the biology, physiology, and pathology 
of twins; a brief historical account of the subject; criteria for distinguishing 
between monozygotic and dizygotic twins; a discussion of the value of this 
kind of material for determining the relative importance of hereditary and 
environmental factors in the etiology of various diseases; and some references 
to the literature pertaining to psychiatric conditions in twins. 

The rest of the monograph consists in case reports with some pictures 
of monozygotic twins, a summary and conclusions. The author states, “ The 
monozygotic twins investigated showed only slight differences in their psy- 
chotic or criminal trends; numerous similarities exist between the mono- 
zygotic twins studied; these similarities fail to appear in the dizygotic twins 
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studied.” All this, the author believes, points to the great importance of 
hereditary factors in the etiology of mental disorders and criminality, 
James AND AARON J. RosAnorr, 


Conpit1onep Rertexes. Edited by Professor Dr.G. W.Volborth. (Kharkoy, 
1932. ) 


This is a collection of seventeen special researches on various problems 
in conditioned reflexes conducted at the Psycho-Neurological Institute of 
Ukraina (Little Russia) in the city of Kharkov. There is an introductory 
article by the editor of the series, Professor Volborth, entitled “ Fundamental 
Outlines of the Present Status of the Teaching of Conditioned Reflexes.” 

The volume is concluded by another general article also by the editor, 
under the title, “A General Survey of Conditioned Reflexes with Special 
Reference to the Process of Inhibition.” This paper had been read at the 
Mayo Clinic on September 27, 1929, as a Mayo Foundation Lecture, and an 
abstract appeared in English in “ Proceedings of the Staff Meetings of the 
Mayo Clinic,” Vol. V, No. 47, 1930. 

The editor of this series, as well as all the contributors, have for years 
devoted themselves especially to laboratory researches in the particular field 
of conditioned reflexes. The editor himself worked in this field in close 
association with Pavlov in the famous laboratory at Leningrad for twenty 
years. The special department for the investigation of conditioned reflexes 
at the Ukrainian Psych-Neurological Institute at which these researches 
have been conducted is, of course, an offspring of Pavlov’s school. 

The papers are published in Russian, but at the end of each there is a brief 
summary of the results obtained, given in the English language. 

While still in Pavlov’s laboratory, Professor Volborth was led to formulate 
a theory of negative conditioned reflexes; and it seems that the special prob- 
lem which was had in mind at the time of the establishment of the depart- 
ment for the investigation of conditioned reflexes in the Ukrainian Psycho- 
Neurological Institute was that of experimental verification of this theory. 

Some fundamental issues is cerebral physiology seem to be definitely 
settled by the researches reported. One of the studies, for example (by 
Lindberg), clearly demonstrates the possibility of the formation of conditioned 
reflexes with differentiated inhibition. Another question, definitely answered 
in a contribution by Vorobyev, is that of the process of induction in the pres- 
ence of inhibition from an external source. 

An idea which is an important feature of fundamental theory, namely, that 
of the identity of the nature of external and internal inhibitions, is supported 
by the results of several of the researches in this collection. 

In connection with psychiatric problems, the suggestion which was at one 
time made by Pavlov and which is here repeated and emphasized by Volborth, 
is to the effect that an understanding of states of excitement, of depression, 
and of distortion of mental function may be helped by data made available 
in the course of experimental researches of conditioned reflexes. 

A, 5. & 
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PratzI UKRAINSKOGO DerzHAVNOGO PsIKHO-NEVROLOGICHNOGO INSTITUTE. 
Tom XX. (Contributions from the Ukrainian State Psycho-Neurological 
Institute. Vol. XX) Kharkov, 1932. 


This volume is devoted to researches of vegetative functions and the 
nervous system. It is edited by Professor A. Heymanowitsch, who writes 
the introduction and who is the author of two out of the twenty-three 
studies reported. The remaining studies are by Josephowitsch, Lescenko, 
Kaminsky, Berenstein, and others. 

The book is published in the Ukrainian (Little Russian) language, but 
the table of contents is given in German as well as in Ukrainian. 

From the table of contents an idea may be had of the general nature of 
these researches: atypical migraine; visceral aura in epilepsy; vegetative 
asymmetries ; pathogenesis of the auriculo-temporal syndrome and the in- 
nervation of the sudoriferous glands of the face; trophic disturbances asso- 
ciated with cerebral lesions; liver and brain in acute yellow atrophy; brain 
changes associated with endocarditis; action of pilocarpin and atropin upon 
blood ferments; action of adrenalin and insulin upon blood ferments; etc. 

A knowledge of Russion affords a partial access, gained with some diffi- 
culty, to the contents of this volume. The resulting impression is that we 
have before us a series of important and carefully worked out studies on 
questions pertaining to the physiology and pathology of vegetative functions 
in relation to the nervous system. 

To the reviewer it seems regrettable that these studies should be published 
ina language so little used outside of the Ukrainian Republic. The government 
of the Soviet Union may have very good political reasons for encouraging 
not only the preservation, but even the further development of the many 
dialects spoken in various parts of that vast empire. From the standpoint 
of attaining a closer integration of scientific groups working in different 
parts of the world, it would seem rather that the fewer the languages in which 
researches are reported, the better it would be for all concerned. 

A. J. R. 


MopeRNE THERAPIE DER NEUROSYPHILIS. (Mit EINSCHLUSS DER PUNKTIONS- 
TECHNIK UND LIQUORUNTERSUCHUNG). By Bernhard Dattner. One 
volume with 334 pages and 36 illustrations, 36 charts, 9 curves and 8 
multicolored plates. (Vienna IX: Wilhelm Maudrich, 1933.) 


The appearance of Dattner’s book is an event of special significance. 

The history of the Wagner-Jauregg malarial therapy appeared in 1931 
(Leroy and Medakovitch, Paralysie Générale et Malaria Therapie. G. Doin 
and Cie., Paris). The literature-index of Dattner’s volume lists forty-seven 
of Wagner-Jauregg’s publications, including his Nobel prize address and his 
lecture at the Alfred Fournier Centenary. These writings show the evolu- 
tion of Wagner-Jauregg’s thought concerning non-specific therapy for syphilis 
for the years 1887 to 1932. In a foreword to the present book, signed so 
festively appropriate with his own signature, he pays his pupil compliment, 
saying that Dattner has the right qualifications to write the contents of the 
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present volume. This should be enough, and makes a critical review of it 
seem superfluous. Malarial therapy has become the standard of fever-proyok- 
ing agents in the treatment of neuro-syphilis, the development of which enfolds 
the painstaking work of Dattner himself and of those other assistants at 
the Wagner-Jauregg Clinic, namely Gerstmann, Kauders, Kogerer, Horn, 
Stransky, Hoff and Straussler, whose works have appeared in publication 
from time to time. 

In writing the book, Dattner’s chief task was to give a systematic repre. 
sentation of modern therapy for neurosyphilis. In it he tells of the great 
number of therapeutic methods that have developed out of Wagner-Jauregg’s 
scarcely observed original tuberculin-procedure of 1890 and in justification 
of the Viennese School of non-specific therapy, he claims to have brought 
the whole subject together, because even in Nonne’s last edition of his “ Syphi- 
lis and Nervensystem,” only a few pages are dedicated to the subject. Fur- 
thermore, even outside of the fields of psychiatry and neurology, fever- 
therapy has won a place of dominance. 

In presenting his subject, Dattner deems it necessary to lay down the 
fundamentals first. In a short introduction, he state his thesis, which is a 
review of the well-known fact that no disease manifests itself in as many 
different ways as does syphilis. The converse of this is also true, namely that 
syphilis can be equally as cryptic or non-classically manifest. Therefore, he 
emphasizes again in the words of a specialist, the warning to the practitioner 
that ordinary consultation-room methods are not sufficient. This leads to 
his major theme, that only the proper, careful, and repeated control of the 
spinal-fluid can lead to good therapy. Such controlled examination of the 
spinal-fluid means searching for alterations in all of the many chosen tests 
for its examination which have developed up to the present time. Clinically, 
the frequent absence of pupillary changes is often paralleled by the nega- 
tivity of the Wassermann reaction, even in the presence of pathological find- 
ings in the cell-count, globulin-determinations and colloidal reactions. For the 
understanding and interpretation of such discrepancies, it can be said that 
Dattner has divided his book into what may be regarded as a large prepara- 
tory introduction taking up 138 pages of technic and theory, in which are 
laid down the fundamentals and the clarification of method before the crisis 
of the volume, wherein is found the practcial application of his procedures 
to the few syndromes, as defined clinically and serologically as these may 
exist with or without known pathological-anatomical correlations. After the 
long technical introduction of six chapter-parts, the book moves swiftly 
through Part VII where all that has been learned thus far is applied to 
the treatment of the syndromes, consuming III pages, and leaving an ap- 
pendix of 33 pages (Part VIII) for the discussion of the pathogenesis and 
prophylaxis of metalues with remarks concerning allergy in syphilis. Then 
there follows a two-page conclusion, part of which has been paraphrased in 
the second paragraph of the present review. The rest of the pages are giver. 
over to three indices, for authors, literature, and titles, respectively. 
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To return to the beginning of the book, Part II is concerned with the technic 
of lumbar-puncture, plus its history and anatomy. In describing puncture- 
needles, the historical evolution of this instrument is pictorially shown in 16 
illustrations, climaxed by the needle designed by Dattner which is a double 
one with stylette. Its use is minutely described in the section on technic of 
puncture and prescribed for its advantages over other types. With it the 
author has done ambulatory punctures on about 4000 patients without unto- 
ward complications. Nevertheless, the theory and therapy of the disturbances 
resultin.; from lumbar-puncture finish this chapter. 

Part III takes one into the laboratory with the spinal-fluid just withdrawn 
according to the methods in Part II, and the author leads us through a well 
planned handbook of chosen laboratory procedures which he uses as standards, 
the results of each test being judged from a system of colloquial norms in 
cooperation with Professor Kerl of the Viennese serodiagnostic station. 
These must be learned to interpret the many charts which follow in the 
clinical section of the book. Of the laboratory tests used, those concerning 
albumin are the reactions of Nonne-Apelt, of Pandy, of Weichbrodt, of Braun- 
Husler and of the total-albumin determinators according to Kafka’s albumin- 
quotient. Cell-examination includes the cell-count 4 la Fuchs-Rosenthal and 
the various methods for microscopic examination of the cells, including the 
old Niss] method and that of the technic of vital-staining of Ravaut and 
Boulin for the judging of the vitality of spinal-fluid cells, judgment regarding 
the last-named being left entirely to Ravaut as authority, Dattner admitting 
not having had experience enough for such finer differentiation. 

Of the colloidal reactions, the gold-sol, mastic, paraffin, Takata-Ara, and 
Siliquid are given. Of these, the first two are generally employed by Dattner. 

The lipoid-reactions include the Wasserman, Meinicke, Sachs-Georgi, 
Kahn, and Miller. In contrast with some laboratories in America, it is to 
be noted that none of the flocculation or precipitation tests replace the Was- 
sermann reaction at the Wagner-Jauregg Clinic. 

This chapter ends with the Weil and Kafka hemolysis reaction and the 
Walter test for meningeal permeability. 

All of the procedures are given with their formulz, theories and technic, 
and their value for differential diagnosis. 

Part IV develops the interpretation of spinal-fluid changes, their possible 
pathognomonic meaning, and whether or not they may lead one to deductions 
concerning a relationship between the “ spinal-fluid spectrum” thus obtained, 
and the pathologic-anatomic process assumed to be the exciting agent behind 
the fluid alterations, that is Kafka’s “ functional genetic spinal-fluid analysis.” 
The author raises five questions. 1. When do the first spinal-fluid changes 
appear and what is their nature and frequency and their further development? 
2. At what latest moment during the luetic process can positive spinal-fluid 
findings be discovered? 3. What is the relationship of negative spinal-fluid 
to the clinical condition? 4. What is the relationship of positive spinal-fluid 
to the clinical condition? 5. What is the fate of positive spinal-fluid ? 
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These problems are thoroughly and clearly discussed and answered on the 
basis of Dattner’s experience and that of other workers. It is a very fine 
chapter representing Dattner as a good analytical obse ver and an excellent 
teacher, as those who have studied under him in Vienna will testify. 

The spinal-fluid of progressive paralysis, tabes dorsalis, lues cerebrospin- 
alis, late-latent spinal-fluid positive lues, and of atypical humors are repre- 
sented in Part V as spinal-fluid syndromes. The strongly-marked changes 
in progressive paralysis cause this syndrome to be used as the standard for 
luogenous diseases. The standard-table of abbreviations mentioned and the 
Kafka albumin-quotient are given for each syndrome. Regarding tabes, the 
author explains that the humoral syndrome is not as particularly representa- 
tive in the specific sense as that of progressive paralysis. Further, in cerebral- 
spinal lues, there is no collective serological spectrum, for, in the individual 
cases, the findings mirror the particular anatomical process at hand and 
are theoretically expressive of such corresponding variations. The pictures 
of meningitic and meningo-recidive forms are given. Of the late-latent 
types and of the atypical humoral syndromes, the variations are so great as 
to laboratory data that no definite conclusions can be drawn. 

Part VI entitled ‘“ Methods of Treatment” is 59 pages of a veritable luetic 
pharmacology and materia medica. Beginning with the treatment by fever- 
producing infectious disease, malaria tertiana and quartana, recurrent fever, 
and rat-bite fever are described as to contra-indication, choice of strain, 
technic of inoculation, methods of conservation for transportation, incubation- 
period after inoculation, course of the fever, breaking off of the fever by 
drugs, and as to the complications and accompanying phenomena with their 
theory and therapy during the clinical course of the intermittent fever. 
Naturally, the section on malarial therapy is most extensively developed. 
It is favored over recurrent fever as that is favored over Sodoku. All of 
these fevers are illustrated with charts. 

The next section, dealing with the therapeutic use of avirulent germs or 
their derivatives, finds tuberculin, the original one used by Wagner-Jauregg 
in 1890, leading the group, in the van of which are the many proprietary 
preparations whose list is international in scope. So also with the non- 
specific chemicals. The names of these bacterial and protein synthetics defy 
the febrile reactions of the etymologist, himself, and Dattner above all has 
had the patience to try them. Much space is given to sulphur and its deriva- 
tive-compounds because of the success accordant with their use. 

The new and “newer” specific drugs of 3 and 5-valent-bindings for in- 
travenous intramuscular, peroral, endolumbar administration (Swift, Ellis, 
Gennerick, Schacherl, Uranésic) are described. Next considered are methods 
of combined treatment with spinal-fluid drainage and air-injection. The 
soluble and insoluble bismuth compounds for intramuscular and intravenous 
use find place with discussion as to their virtues, shortcomings, indications and 
contra-indications. The armament is then completed with a short description 
of the methods of treatment with hot-baths, diathermy, short electric waves, 
quartz-light rays and the injection of the patient’s own blood. In short, 
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the list is exhaustive and is, therefore, illustrative of the thoroughness of 
Dattner’s work. 

Part VII, as intimated, is the real crisis of the book. Here we find the 
author in the clinic applying the methods chosen from the pharmacopeeia of 
the previous chapter, and noting the results which lead him to lay down 
programs of therapy for the humoral syndromes in relation to the disease- 
picture. Therapy in each instance is suited to the individual case and the laws 
laid down by Dattner show programmatic therapy developed to a high 
art. Of special importance is his own contribution, namely that of supple- 
menting the malaria-treatment (non-specific) with post-treatment (specific). 
Even this feature is not carried out with blindness of rule. Malaria therapy 
alone is often found sufficient. The important lesson to learn must again be 
emphasized, that is, the repetition of control of the spinal-fluid. The criteria 
of success in therapy are measured by somatic, psychic, and humoral factors, 
the spinal-fluid changes being judged from the convergence of the spinal- 
fluid and the clinical findings and from the involution of the humoral syndrome. 
Special consideration is paid the forms, juvenile, early, and senile paralysis. 
In all instances it is seen that though malaria is favored as standard treatment, 
recurrent-fever is often used and in many cases tuberculin, typhoid or some 
other form of non-specific therapy. Of the specific drugs, neosalvarsan is 
most employed but tryparsamide is also discussed regarding its tendency to 
produce optic nerve changes. American literatures takes the foreground 
here. Salvarsan-intoxication is managed by urine examination and with 
adrenalin (nitritoid crises) and with sodium thiosulphate (dermatitis, exan- 
themata, etc.). 

The section on the paranoid hallucinatory states, conditions which arise 
during the course of malarial therapy (described first by Gerstmann), con- 
tains the theory and therapy of such disturbances with reference to their 
pathogenesis from predisposed hepatic insufficiency plus exogenous toxic 
factors, the whole acting upon an already diseased brain for a long enough 
time to produce such chronic disorder. Previous alcoholism is said to be an 
important factor in producing these mental reactions and abstinence from 
it is cure and prophylaxis. It is interesting to note that this theory connects 
liver and brain as another instance of that neuropsychiatric constellation. 
The whole section on the management of progressive paralysis is illustrated 
with 16 spinal-fluid charts. 

The succeeding portion on tabes dorsalis is similarly developed with refer- 
ence to criteria of success, management, therapy of choice in the individual 
case, especially with reference to tabetic crises, optic atrophy, trophic dis- 
turbances, ataxia, hypotonia, and bladder difficulties. Each of these topics 
is handled thoroughly and brought up to date. 

A half-page suffices for tabo-paralysis, the therapy of choice for it being 
fever-therapy, though the percentage of cures is small. 

The last part of this chapter is devoted to the forms of lues cerebrospinalis 
and spinal-fluid positive lues, which Dattner divides into a therapeutic group- 
ing of lues cerebrospinalis of the late stage, of spinal-fluid positive late- 
latent lues, of lues cerebrospinalis of the early stage and of spinal-fluid early- 
latent lues. 
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To close Dattner reproduces clinical examples with short anamneses ac. 
companied by 16 more charts illustrating the spinal-fluid changes of the 
cerebrospinal group under his form of therapy. These examples show to 
what extent he has developed specific non-specific treatment into manifold 
combinations to suit the case at hand and how out of trial and error success 
can be achieved. This type of work characterizes the attitude of the Vienna 
clinic toward neuropsychiatric problems which are therapeutic problems 
solved by that variety of genial thinking particular to a group of workers 
who have united medical neuropsychiatry with “ Naturwissenschaft.” 

Part VIII, the last, is a supplementary chapter dealing with the pathogenesis 
and prophylaxis of metalues, with remarks concerning allergy. As Wagner- 
Jauregg has said, “A rational treatment of syphilis does not concern itself 
with the management of single symptoms alone, but of the whole disease: 
not only the treatment of the present of the syphilitic, but also of his future.” 

From the experience of many writers and also of Dattner, it is found that 
the positive serum-reaction has a subordinate significance for the prophylaxis 
of nervous lues. The old method of treatment can only cause cleansing of 
the spinal-fluid in a few instances. From the authoritative dermatological 
side, the most energetic specific treatment is unable to protect against meta- 
lues. (Under the heading of specific drugs Part VI, p. 120, there is a dis- 
cussion of dosage for the primary and secondary stages, following generally 
the work of E. Hoffman.) Therefore the question follows, “ Do bacteriogenic 
agents combined with chemical means promise anything?” The answer is 
that not enough time has elapsed in those cases having had such combined 
therapy to learn if metalues has developed. Whether malarial therapy is 
of prophylactic import is still a question. It does arouse weakened immunity 
to activity. Unsatisfactory therapy in the early stages is actually united with 
a certain neurotropic tendency on the part of the disease. It is believed that 
“reversion” to gummatous histopathology following malarial therapy 
(Straussler) shows this. Lively defense phenomena in the early stages of 
syphilis, that is constitutional allergic reactions, seldomly are followed by 
progressive paralysis or tabes dorsalis. These constitutional factors have 
been studied and Dattner refers the reader to Planner’s creative article giving 
the results of his work with the organ luetic skin-reaction which seems to 
possess diagnostic aid-value of practical use. Dattner covers his own method 
of tuberculin-scarification testing, illustrating it with a colored plate. The 
entire relation of allergy to syphilis seems to indicate that cases treated in 
the pre-eruptice stage are more apt to become neuro-recidive than those 
post-eruptively handled. This last section of the book will be found highly 
interesting and naturally of specific interest to the syphillologist, although 
in concluding, Dattner remarks “ The further development of syphilis-therapy 
depends upon the cooperation of the general practitioner, dermatologist, in- 
ternist, and neurologist and the success of the malaria therapy has promoted 
the cooperation of all physicians interested in syphilis-therapy and that is 
due in my opinion to the true advance in the treatment of syphilis that has 
been demonstrated in the last decade.” For this humanity is indebted to 
the Wagner-Jauregg Clinic. 


din 
those 
ighly 
ough 
t, in- 
noted 
at is 
t has 
ed to 


1933] BOOK REVIEWS 465 


Dattner’s book is a standard work. In translation it would create many 
more pupils of the Viennese School which is now under the guidance of Pétzl. 
It is an example of fine workmanship on the part of author and publisher 
placing it along side of the many others that are products of “ Wiener Geist 
als Kunst and Wissenschaft.” It is hoped with Wagner-Jauregg that the 
yolume will meet with a success due it. 

DIETERLE, 
State Psychopathic Hospital, Ann Arbor. 


THe APPROACH TO THE PARENT. By Esther Heath. (New York: The Com- 
monwealth Fund. 1933.) 


This is a study in social treatment of four cases presenting difficulties in 
human adjustment. 

The subjects are all boys ranging in age from six years and six months to 
ten years and eleven months, at the time of their first clinical interview. 
Treatment in one case was undertaken over a period of months; in the re- 
maining, two to three years. The boys were all of average or better than 
average intelligence; the chief problem, therefore, was that of poor insight 
on the part of the parents into existing conditions. Both the fathers and the 
mothers needed instruction in child training, better understanding of their 
relation to one another and a clearer appreciation of the obstacles in the 
paths of their young sons. 

The usual methods of approach were used. Step by step the work is 
described leading up to the final successful results but it lacks in appeal to 
the casual reader because it is presented in report form. On the other hand, 
it is valuable to the psychiatric worker, to the social worker, to the public 
health nurse and to the teacher. It emphasizes the great need for infinite 
patience, tactful guidance and perpetual enthusiasm on the part of those busy 
in the field of social relationships. Finally, this book should act as a stimulus 
to renewed effort in the ever-widening circle of preventive measures. 

R. MacLacHLan FRANKS, 
Toronto Psychiatric Hospital. 


Orper oF BirtH, PARENT-AGE, AND INTELLIGENCE. By L. L. Thurstone and 
Richard L. Jenkins. (Chicago: University of Chicago Press, 1931.) 


This book is of interest and value both to the layman and the scientist. For 
the scientist it gives much exact information about the percentages, relations, 
and correlations between the topics included in the title and other related ones. 
Facts which we often want but which have been widely scattered are found 
here. 

For the layman it will answer many interesting questions and should remove 
some superstitions, such as: “ Are the early born or the later born the more 
intelligent in the family of children? ”, “ Are Mongolian imbeciles the last 
born of a large family?”, “What is the significance, if any, of disparity in 
the age of parents? ”, and many similar problems. 
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The book consists of two parts. First, an analysis of case records of the 
Institute for Juvenile Research. This is original material and includes the 
following topics,—birth-order and intelligence quotient ; frequency of first-born 
children among institutional cases; fecundity and intelligence, miscarriages, 
still-births, and intelligence of children; effect of sex of siblings; half-siblings 
and step-siblings; twins; ages of parents and intelligence of children; time 
interval between successive births and intelligence of children; age of patient 
and his intelligence quotient; ages of relatives at the onset of schizophrenia, 

Part 2 contains the data from other studies in seven groups, as follows: 
order of birth; the phenomenon of anticipation or anteposition; size of sib- 
ship; the only child; sex of siblings; health and ability of twins in comparison 
with single-birth children; and ages of parents. The first and last include a 
number of sub-topics. For instance, order of birth is considered in connection 
with abnormal confinement, prematurity, plural birth, infant mortality, con- 
genital cataract, mongolism, intelligence quotient, birth-order and genius and 
others, in all, twenty-three topics. Age of parents is considered in connection 
with several of the topics. 

A final summary states clearly and concisely the results of these statistical 
studies. For example, under order of birth, “ It is a matter of common knowl- 
edge that the first-born child is usually subjected to the trauma of a longer 
and more difficult delivery than his later-born siblings. In point of low fre- 
quency of abnormal delivery, the third or fourth child seems to occupy the 
optimum position, while in point of low frequency of premature birth, the 
optimum position may be even farther down the birth-procession, fifth to the 
seventh being the places indicated as optimum by the available statistics. 

“The frequency of plural births increases progressively with increasing 
birth order... .. 

“The first-born and the children of high birth number are definitely handi- 
capped by a higher infant mortality than the intermediate children.” 

“The Only Child. Neuropathic tendencies are usually frequent among 
only children. Some personality traits seem to be characteristic. .... Only 
daughters are more likely to be childless than are women who have had 
siblings.” 

“Health and Ability of Twins. The parturition of twins is more often 
abnormal than that of single-birth children, and is more fraught with danger 
to mother and offspring. The birth weight of twins is below average, and 
their mortality during infancy and childhood is unduly high. Limited data 
indicate that twins are not inferior intellectually to single-birth children.” 

A curious and interesting conclusion comes from some German data, which 
seem to show that the more siblings a child has of the same sex, the better 
he gets along in school. Of this the author states: “This is quantitatively 
an important factor and merits further study.” 

The conclusions are all interesting and more or less unportam, but space 
forbids more than this brief sampling. 

The book has a good index and a bibliography of 167 titles. 

Henry H. Gonnarp. 
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Neurotocy-Psycuiatry. By Peter Bassoe, M. D., and Franklin G. Ebaugh, 
M.D. (Chicago, Ill.: The Year Book Publishers, Inc., 1932.) 


This book, the contribution of neurology and psychiatry to the Practical 
Medicine Series, 1932, is a digest of the most outstanding literature in these 
subjects for the past year. The general form and style is similar to the 1931 
edition. Neurology occupies 283 pages and psychiatry 113. Each of these 
sections is prefaced with editors’ comments indicating developments and trends 
in the respective fields. Appended footnotes refer the reader to the source of 
the original articles. 

In neurology, to mention only a few of the subjects reviewed, are: head 
injury ; new varieties of nervous lesions caused by spinal anesthesia, serums 
and vaccines and unsuspected chemicals used in various industries; the glyc- 
ine treatment of myasthenia gravis and dystrophies; and operative procedures 
for facial paralysis and other neurological lesions. Cushing’s description of 
the clinical picture of basophilic adenoma of the hypophysis is named as 
the outstanding contribution of the year—‘a description probably destined 
to become as classical as Marie’s first description of acromegaly.” Cushing’s 
work on the relationship between brain lesions and gastric ulcer is given 
second place. In this section 45 pages are devoted to a review of the literature 
on the endocrines. 

In psychiatry the larger portion is devoted to the minor and major psychoses 
and mental deficiency. Much of interest, however, has been written, of a 
general nature dealing with forensic psychiatry, treatment procedures, prob- 
lems in psychiatric education, social psychiatry and mental hygiene. The 
editor notes “the development of certain noteworthy trends in psychiatric: 
literature showing changing attitudes toward psychiatry and methodology, 
bringing a closer relationship to other fields of medicine especially pediatrics.” 

The whole book makes extremely interesting reading, and offers the busy 
practitioner and student a short cut and ready reference to what is new in 
these allied and important fields of medicine. 

A. J. Kitcour, 
Toronto Psychiatric Hospital. 


PsycHo-ANALysis TopAy: Its Scope AND Function. Edited by Sandor 
Lorand, M. D., with a foreword by Smith Ely Jelliffe, M. D., Ph. D. 
(New York: Covici Friede, 1933.) 


A compilation of current views, including the following chapters: Freud’s 
Influence on Medicine, Sandor Ferenczi, M.D.; Development of the Ego- 
Psychology, Franz Alexander, M.D.; Dream Mechanisms and Interpreta- 
tions, Monroe A. Meyer, M.D.; The Theoretical Basis of Psycho-Analytic 
Therapy, Herman Nunberg, M.D.; Character Formation and Psycho- 
Analysis, Sandor Lorand, M.D.; Development of Mental Hygiene, Frank- 
wood E. Williams, M.D.; Sexuality and Its Rdle in the Neuroses, A. A. 
Brill, M.D.; Child-Parent Relationship, C. P. Oberndorf, M.D.; Under- 
standing the Problem Child, I. T. Broadwin, M. D.; The Early Development 
of Conscience in the Child, Melanie Klein; Prevention of Nervous and 
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Mental Disease in Childhood, Thaddeus H. Ames, M.D.; The Meaning of 
Neurosis and Psychosis, Paul Schilder, M. D., Ph. D.; Pathological Character 
Formation: The Neurotic Character, Edward Glover, M. D.; Hysterias and 
Phobias, A. Kardiner, M.D.; Obsessional Neuroses, Bertram D. Lewin, 
M.D.; Manic-Depressive Psychoses, Gregory Zilboorg, M.D.; Schizo. 
phrenias, R. Laforgue, M.D.; Paranoia, Leland E. Hinsie, M. D.; Psycho. 
Analysis of Organic Psychoses, J. H. W. van Ophuijsen, M.D.; Psycho- 
Therapy and Psycho-Analysis, Henry Allen Bunker, Jr., M.D.; Psycho- 
Analysis and Internal Medicine, Smith Ely Jelliffe, M.D., Ph. D.; Psycho. 
Analysis and Anthropology, Geza Roheim, Ph. D.; Psycho-Analysis and the 
Psychology of Religion, Ernest Jones, M.D.; Psychology-Analysis and 
Literature, Fritz Wittels, M.D.; Psycho-Analysis and Criminology, Paul 
Schilder, M.D., Ph. D. 


Harry STACK SULLIVAN, 


DesucceEstion. By E. Tietjens. Tr. by Eden and Cedar Paul. (New York: 
Dial Press, 1932.) 


A book of 583 pages in which the author undertakes to improve greatly 
on psychoanalysis and suggestion, so far as the curing of personality disorders 
are concerned. “ But suggestion and psychoanalysis have only been successful 
when, directly or indirectly, they have been able to modify the pleasure-pain 
quality of things or ideas .... neither suggestion nor psychoanalysis is 
indispensable to effect the desired modification. ... . The method of 
Desuggestion is presumably the method that can be substituted for these two 
extraordinarily unrelated methods of treatment. It appears that the author 
feels that he is writing about something of great importance. The book 
repeats many hundreds of times the asseveration that “ The will is not free”; 
several hundreds of times, the statement that “ We all have the same ego.” 
This ego seems to be quite important; “ Every individual human being has 
within him something delicate, childlike, rather pathetic, no matter whether 
you call it his soul, his ego, or the kernel of his nature. He himself is apt to 
regard it as something of a weakly disposition, and is therefore inclined to 
believe he ought to eradicate it. It seems to him incompatible with his 
dignity, his maturity, his position; he looks upon it as in some way or other 
sentimental, childish, or foolish; and occasionally he conceals it, not only 
from others, but also from himself. Indeed, in their false shame, almost 
all persons try to do this, and since they usually succeed in their attempt, 
no one [but Tietjens] notices that every one has an ego of this kind.” The 
second sentence of the book reads, “ Its main contention is that the happiness 
of the individual and the happiness of mankind depend upon definite ideas 
and associations ; that success, happiness, and to a very considerable degree 
health, are attainable by the acquisition of these ideas.” 

This really remarkably redundant and repetitious monograph seems to the 
reviewer to be a feat of intellectualization of the discoveries of Sigmund 
Freud and the formulations of Richard Semon. It is presumably directed 
to the well-known intelligent layman. 


HARRY STACK SULLIVAN. 
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BrAIN AND PERSONALITY: STUDIES IN THE PSYCHOLOGICAL ASPECTS or 
CEREBRAL NEUROPATHOLOGY AND THE NEUROPSYCHIATRIC ASPECTS OF 
THE MoTILITy oF SCHIZOPHRENICS. By Paul Schilder, M.D., Ph.D. 
Nervous and Mental Disease Monograph Series No. 53. (New York and 
Washington, D. C.: N. M. Dis. Pub. Co., 1931.) 


This book is organized on the double basis indicated by the subtitle. The 
chapters of part one include: Problems of Consciousness; Problems of 
Tonus; on Encephalitis; On Optic Agnosia; On Speech Disturbances; The 
Postural Model of the Body; and Psychic and Organic Apparatus. The 
second section includes five chapters under the titles of: Actual Causes and 
Regression in Neurosis and Psychosis; On Transference in Schizophrenia ; 
Impulse, Postural and Righting Reflexes in Relation to Hyperkinetic States; 
Akinetic States, Stupor and Negativism; Mannerisms and Emotions; Cata- 
lepsy, Motor Troubles and Personality. This second section is a series of 
lectures held before the staff of the Phipps Psychiatric Clinic; as the first 
part is a series of lectures held before the “ Psychoanalytic Association” in 
Washington. 

The distinguishing features of Dr. Schilder’s views toward a psychoanalytic 
psychiatry are well presented in this book. There is a bibliography of twenty- 
one titles, two of which are from the English. There is no index. 

Harry Stack SULLIVAN. 


Seneca. Morar Essays.. II. (New York: The Loeb Classical Library. 
G. P. Putnam’s Sons, 1932.) 


Culture, according to Matthew Arnold, is “getting to know on all the 
matters which most concern us the best which has been thought and said in 
the world.” But culture is a discipline as well as a knowing, a way of life 
of the informed and practiced mind, having its background in the Greek and 
Latin tradition. Education which offered no acquaintance with the great 
minds of Greece and Rome would be poor indeed ; and in these depression days 
when the classic languages have suffered partial eclipse in college curricula, 
it is a refreshment to turn to that unique treasure-house, the Loeb Classical 
Library, now numbering some two hundred and eighty volumes, wherein the 
legacy of the world’s greatest cultures is preserved for modern use and profit. 

Seneca, the stoic, was one of the great philosophers of Rome. His philoso- 
phy provided a plan by which he could live, and incidentally amass wealth, 
nor did it fail him when by command of the jealous Nero he was obliged to 
take his own life. Unable to make a will, he bequeathed to his friends, as 
Tacitus records, “ the one thing, and yet the best thing, that he had to leave— 
the pattern of his life.” 

In the present volume are some of the best of Seneca’s essays—among them 
three Consolationes which the modern mental hygienist may read with advan- 
tage. The Consolatio was an elaborate form of wholesome moralizing dear 
to the ancient schools both Greek and Roman. It was a means of putting 
philosophy to work to counteract the effects of affliction and adversity; its 
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themes and its technique were those which the judiciously sympathetic friend 
or the effective psychotherapist will ever use, and the patterns preserved by 
Seneca do not become obsolete. 

Here also are essays on “ The Happy Life,” “ Leisure,’ “ The Shortness 
of Life,” “ Tranquillity of Mind.” 

Let us dip a little into the last named. Seneca’s youthful disciple Serenus, 
conscious of his own irresolute and vacillating disposition goes to the master, 
“as to a physician.” He outlines his symptoms: “I am complaining and 
fretful—I am neither sick nor well .... this weakness of mind that halts 
between two things and inclines strongly neither to the right nor to the 
wrong. .... Iam in all things attended by this weakness of good intention. 
In fact I fear that I am gradually losing ground, or, what causes me even 
more worry, that I am hanging like one who is always on the verge of 
falling, and that perhaps I am in a more serious condition than I myself 
perceive..... I beg you, therefore, if you have any remedy by which you 
could stop this fluctuation of mine, to deem me worthy of being indebted to 
you for tranquillity.” 

Then follows the therapeutic discourse of Seneca. It might well find 
place in the vade mecum of the busy physician on his rounds. He compares the 
mental state of his pupil to that of convalescent patients who nurse the symp- 
toms of their previous illness. “It is not, Serenus, that these are not quite 
well in body, but that they are not quite used to being well; just as even 
a tranquil sea will show some ripple, particularly when it has just subsided 
after a storm.” 

The case, he tells his patient, is not unique; many are similarly beset. “The 
characteristics of the malady are countless in number, but it has only one 
effect—to be dissatisfied with oneself.” It is futile to try to escape boredom 
and melancholy by travel. ‘“ What does he gain if he does not escape from 
himself?” The possibilities of suitable occupation are discussed. “ By far 
the most desirable thing is to be busy at one task.” And then the induence 
of companions “whose conversation soothes your anxiety, whose opinion 
assists your decision, whose cheerfulness scatters your sorrow, the very sight 
of whom gives you joy! .... Those are especially to be avoided who are 
melancholy and bewail everything, who find pleasure in every opportunity for 
complaint.” 

All the conditions of the tranquil life are passed in review, the things which 
threaten it, the means which maintain or restore it; the use and hurt of 
wealth—“ Lighter is the sorrow of not having money than of losing it... .. 
An amount that does not descend to poverty, and yet is not far removed 
from poverty, is the most desirable” (and Seneca was rich!); the value 
of temperance—“ Let food subdue hunger, drink quench thirst, let lust follow 
the course of nature’’; the possibility of stoic self-adaptation even to ad- 
versity—‘‘ On no score has nature more deserved our thanks, who since she 
knew to what sorrows we were born, invented habit as an alleviation for 
disasters, and thus quickly accustoms us to the most serious ills . . . . burdens 
will press less heavily upon those who bear them skillfully”; the vision 
which prepares for all eventualities—‘‘ He who fears death will never do 
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anything worthy of a man who is alive . . . . by looking forward to whatever 
can happen as though it would happen, he will soften the attacks of all 
ills . . . . it is the unconcerned and those that expect nothing but good for- 
tune upon whom they fall heavily. .... Add, too, that he deserves better 
of the human race also who laughs at it than he who bemoans it... . it 
is a useless show of humanity to weep and pull a long face because someone 
is burying a son. In the matter of our own misfortunes, too, the right way 
to act is to bestow on them the measure of sorrow that Nature, not custom, 
demands. .... And the mind must not be kept invariably at the same 
tension, but must be diverted to amusements .... we must be indulgent 
to the mind, and from time to time must grant it the leisure that serves as 
its food and strength..... Sometimes it will get new vigor from a journey 
by carriage and a change of place and festive company and generous drinking. 
At times we ought to reach the point even of intoxication, not drowning 
ourselves in drink, yet succumbing to it; for it washes away troubles, and 
stirs the mind from its very depths and heals its sorrow just as it does 
certain ills of the body . . . . but, as in freedom, so in wine there is a whole- 
some moderation.” 

Seneca died just short of three score years and ten. De Tranquillitate 
Animi epitomized in a way the fruits and wisdom of his life experience—ex- 
perience in the Rome of Nero and Petronius—where he lived his separate 


measured life, and died as he had lived. 
C. B. F. 


SEXUALPATHOLOGIE. By Prof. Dr. Med. V. Kafka. (Leipzig und Wien: 
Franz Deuticke. 1932.) 


This 170-page volume contains the material of Prof. Kafka's lecture course 
in the University of Hamburg. These lectures were attended by members of 
the faculties of medicine, law and philosophy and are therefore adapted to 
wider needs than those strictly medical. The author’s aim was to produce a 
comparatively brief, clear and practical guide for all who have to deal in one 
way or another with sex problems—physicians, jurists, teachers and others 
who may be called upon to advise in marriage questions. 

Practical considerations have been made paramount throughout, both in 
content and plan of treatment and grouping. The author begins with the 
normal and pathological anatomy of the sex organs; discusses their physiology 
and pathophysiology ; finally the psychology of normal sex life and sex patho- 
psychology. 

The study of the deviations in sex function and expression begins logically 
with the variations which must be regarded as normal, or at any rate not 
necessarily abnormal. Here are considered such matters as pollution, vagin- 
ism, clitorism, priapism, ejaculatio precox. Here belong also normal varia- 
tions of the sex act and an array of associated, contributory and substitutive 
activities which, curiously enough, certain writers, insufficiently acquainted 
with their subject, have described as pathological. 

The tendency to moralize in matters of sex is dangerous; whether a given 
procedure is normal or abnormal may be wholly relative; and the unbiased 
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observer will not attach religious connotations to physiological and psycho- 
logical processes. In these respects the wholesomeness and breadth of view 
of the author make his book a welcome contribution and a trustworthy in- 
troduction to a vitally important and difficult subject. Here is Kafka’s answer 
to those who are too ready to constate “perversions.” “I should like par- 
ticularly to emphasize that these variations and substitutive activities, when 
one looks with open eyes into the folk ways of sex, need not be regarded as 
pathological or even abnormal. They may indeed mask an abnormality or 
perversion, but are not necessarily such.” 

Onanism or autoerotism, for which the author prefers the term “ mono- 
lagnia,” he considers a sort of intermediate affair, a “ ubiquitous sex phenom- 
enon .... which may occur both normally and in almost all psychosexual 
deviations.” 

Passing to the essentially pathological manifestations, Kafka defines four 
chief classes. The first group includes morbid conditions unaccompanied by 
gross physical signs—sex psychopathology in the strict sense. Group two 
represents predominantly physical cases with secondary psychic symptoms. In 
the third class he ranges cases in which the sex pathology is incidental to 
overt mental disease and is determined or conditioned by it. The fourth group 
includes the sex pathology of criminals, the sexuality of these individuals 
being so bound up with other criminal traits as to bear a more or less distinct 
character. One need not quarrel with these divisions. Their arbitrary nature 
the author himself recognizes, as well as their transitional forms. 

This work is an excellent text-book or ready reference handbook ; theoretical 
considerations are in the main absent; the established important facts are 
made easily accessible in conveniently arranged and relatively brief sections, 
each condition being discussed from the standpoints of definition and signifi- 
cance, symptomatology, diagnosis, treatment and forensic import. 

In an appendix relevant sections from the German civil and criminal codes 
are set down. A glossary and index close the volume. 


In Memoriam. 


RICHARD SMITH DEWEY. 


The death of Dr. Richard Dewey, at La Canada, Cal., on 
August 4, 1933, in his eighty-eighth year, ended the career of an 
editor emeritus of this JouRNAL and veteran American psychiatrist 
of outstanding merit and distinction. Great as must be the sorrow 
of parting for the deceased’s surviving brethren, especially such 
as had enjoyed his friendship for many years, the element of 
surprise is not among one’s emotions when the final summons 
comes to a man verging upon his ninth decade. There is little 
doubt that Dr. Dewey died the kind of knightly death that he 
would himself have chosen—practically “booted and spurred” 
when he fell in a deed of service—though one cannot help feeling 
that his extraordinary activity of body and mind, and total dis- 
regard of self-interest whenever a call to duty was heard, hastened 
somewhat his own undoing. For, barring certain inevitable 
physical handicaps imposed by age, he had been in his usual health 
when, with one of his daughters, he undertook early in June to 
journey long and arduously from his home in La Canada to visit 
the sickbed of a son at El Paso, Texas. The strain of that ad- 
venture was too great for the frail and anxious parent. He suf- 
fered a stroke on June 5, and, though rallying sufficiently to be 
transported to a sanitarium but a few miles from La Canada, on 
July 2, he never fully recovered consciousness and died sur- 
rounded by his family, and in peace, on August 4. 

At this juncture in a brief chronicle of events culminating in our 
colleague’s last illness and death, this writer regrets deeply that 
another editor emeritus, Dr. E. N. Brush, who died last January, 
could not have been spared to add the final touches of completion 
to the otherwise full biography of Dr. Dewey that appeared in the 
September 1931 JouRNAL. An excellent photograph of Dr. Dewey 
was reproduced at this time. That life-history and appreciation 
must be fairly fresh in the memories of our readers, many of 
whom will now turn again to a re-reading of the ante obitum story 
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as vividly told by a sympathetic friend and highly competent 
historiographer. Dr. Farrar’s editorial sagacity, foresight and 
preparedness may thus and now find themselves justified in an 
issue that has procured for JoURNAL readers all that he had in mind 
at that time of commemoration, though at the expense, one may 
surmise, of his modest subject’s embarrassment as one who was 
then (happily) able to hear “ Honour’s voice’ in the printed page 
of encomium. 

Nonetheless the present exigency calls at least for concise refer- 
ence to certain signal lights that have illumined the long way of a 
full life covering the period 1845-1933. To that end Dr. Brush 
may be conveniently paraphrased in epitome. 

Richard Smith Dewey was born, December 6, 1845, at Forest- 
ville, Chautauqua Co., N. Y. He was the son of Elijah Dewey, Jr., 
and his grandfather, Elijah Dewey, was a Revolutionary soldier, 
His mother was Sophia Smith and her father, Richard Smith, 
was a member of the N. Y. State legislature. He was educated 
in the village school until the age of twelve and at Dwight’s Rural 
High School, Clinton, Oneida Co., N. Y., until fifteen. In 1864 
he entered the academic department of the University of Michigan 
and matriculated in its medical department in 1866, graduating 
M.D. in 1869. In 1869-70 he was resident physician in the 
Brooklyn City Hospital, N. Y. In August 1870, having a good 
working knowledge of German, and imbued with a spirit of ad- 
venture and service, he enlisted as volunteer assistant surgeon in 
the German army at the outbreak of the Franco-Prussian war, 
remaining in military service until April 1871. Thereafter, for 
several months, he studied microscopy and pathology under 
Virchow. 

Soon after returning from Germany in 1871, Dr. Dewey became 
assistant physician of the new Hospital for the Insane, at Elgin, Ill. 
In 1879 he was appointed superintendent of the new state hospital 
then building at Kankakee, Ill. To his genius and _ initiative 
American psychiatry owes the establishment of the so-called 
“ cottage plan ” at that institution. Here Dewey remained till 1893, 
when the election of John P. Altgeld as governor of Illinois 
ushered in a reign of partisan politics in the management of state 
institutions that brought about his resignation. Nothing daunted, 
Dr. Dewey opened an office in Chicago as a specialist in psychiatry. 
His reputation grew quickly. In 1895 be became medical director 
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of the newly re-organized Milwaukee Sanitarium at Wauwatosa, 
Wis., remaining in that office till 1914. On his resignation as 
medical director he functioned for several years as physician-in- 
chief until his final retirement from practice to take up his residence 
in California. 

As a member of The American Psychiatric Association and 
its predecessors in title, Dr. Dewey rendered conspicuous service. 
He rarely missed its annual meetings, presented many papers, was 
forceful in debate and wise in counsel. He attended the Washing- 
ton, D. C., meeting in 1930 on the occasion of the First Inter- 
national Congress on Mental Hygiene. 

When in 1894 the American Medico-Psychological Association 
(now American Psychiatric Association) bought from the mana- 
gers of the Utica State Hospital the AMERICAN JOURNAL OF 
INSANITY (now AMERICAN JOURNAL OF PsycHiatry) Dr. Dewey 
became its able managing editor for three years, with office and 
publishing house in Chicago. This was a notable episode in a 
career of varied and fruitful activity. . 

He was elected president of the American Medico-Psychological 
Association in 1895 and presided at its Boston meeting in 1896. 

Among many other positions of distinction held by him, one 
may cite the following: president of the Chicago Neurological 
Society ; professor of mental and nervous diseases, Chicago Post- 
graduate Medical School, 1893-1909; chairman of Section on 
Nervous and Mental Diseases, American Medical Association, 
1901-1902. 

Such cursory reference to Dr. Dewey’s professional activity in 
many fields can only be justified, and will be excused, at this time 
in view of the biography of two years ago to which we have 
already alluded. But his old friends will be pleased to learn that 
Dr. Dewey, up till the time of his sudden illness, had been busy 
for several years on his “ Memoirs.” The task had been almost 
completed and the manuscript could now easily be made ready for 
the printer with suitable editing. It is hoped that when the book 
business, now somewhat demoralized under prevailing depression, 
shall have been restored to normal, a good publishing house may 
be found to put the eagerly awaited autobiography on the market. 

Dr. Dewey married, in 1873, Lillian Dwight, great-granddaughter 
of Timothy Dwight, president of Yale, 1795-1822. She died in 
1880. His second wife was Mary I. Brown, who survives her 
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husband. Of three children by the first marriage, two are living, 
Richard Dwight Dewey of El Paso, Texas, and Ethel Lillian 
Dewey of Chicago. Surviving children of the second marriage are 
Ellinor Maria Dewey and Donald Mack Dewey, both of La 
Canada, Cal. 

One might easily devote a long paragraph to Dr. Dewey’s extra- 
professional attainments. He was a great lover of music, a com- 
poser and song-writer, and on occasion a poet of no mean merit. 
His wide interests and catholic tastes ministered not only to his 
own pleasure but also, by cherished communion, to that of his 
friends. 

In conclusion, the writer may do well here to quote in part a 
letter written to him by Dr. Dewey on May 2, 1933, but one month 
before his fatal illness. Much that is characteristic and of human 
interest emerges in the excerpt to reveal the beloved man: 

I am in something worse than a funk over our country—agrarian dis- 
turbances, growth of crimes which were already unprecedented, horrible 
kidnappings, fraud and malfeasances in high places, unemployment parades 
of bonus marchers and hobos. What are we coming to? And now the 
intelligentsia are saying we have no need of religion or “ wishful thinking,” 
whatever that may mean. Can vital and spiritual forces redeem humanity? 
Materialism seems rampant. Dictatorship, Fascism, Hitlerism, Bolshevism; 
a festering mess! Does anyone know, can anyone guess, the outcome? This 
sounds like despair, but still I believe at the lowest ebb humanity and heroism 
will still assert themselves. I hope we shall not come to an era of vigilantism. 

The sentiments here expressed are significant of a mental vigor 
and alertness persisting so long as brain remained unshocked. They 
show among other things that high moral principle, capacity for 
righteous indignation and a sustaining religious conviction which 
his correspondents knew so well as his attributes. He was no 
narrow dogmatist and might perhaps have accepted Professor 
Whitehead’s broad definition of religion as “‘ what the individual 
does with his own solitariness.” In any event one may be sure 
that Dewey subscribed to the view of Arnold Bennett that “ with- 
out supra-earthly and supra-temporal communion the life of the 
average person is narrowed down,” and that life thus lived “ passes 
in a windowless and unventilated compartment.”’ No wonder his 
closing years were serene ; no wonder he was ready at the end of a 
long, eventful and most useful life of achievement to “ greet the 
unknown with a cheer.”’ 


G. A. B. 
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ISAAC J. FURMAN. 


Dr. Isaac J. Furman, who had been superintendent of Manhattan 
State Hospital, New York City, since May 1, 1930, died at his 
home at the hospital, May 5, 1933. He had been ill for several 
months preceding his death. 

Dr. Furman was born at Fairport in western New York March 
21, 1879. His medical education was received in Syracuse Uni- 
versity from which he graduated in 1906. After six years of gen- 
eral medical practice at Wanekena and Shortsville, N. Y., he became 
a member of the staff of Kings Park State Hospital at Kings 
Park, N. Y., in 1912. He early manifested marked ability in hospital 
work and was promoted to the position of assistant physician in 
1913 and of senior assistant physician in 1916. He was appointed 
first assistant physician at Buffalo State Hospital in February, 
1924, and was transferred to the same position in Manhattan State 
Hospital in June of the same year. Dr. Furman was appointed by 
Commissioner Parsons superintendent of Buffalo State Hospital, 
April 1, 1928. After serving with distinction in this position for 
two years he was transferred to the superintendency of Manhattan 
State Hospital, May 1, 1930. He succeeded Dr. C. Floyd Haviland 
who had died in Egypt the previous winter. 

From the time Dr. Furman entered the Kings Park State Hospi- 
tal he took a keen interest in psychiatric work. His ability in this 
field was recognized by his appointment in 1923 to the position of 
professor of psychopathology at Teachers College, Columbia Uni- 
versity, and in 1924 to the position of associate professor of clinical 
psychiatry in the College of Physicians and Surgeons of the same 
University. He held these positions until he became superintendent 
of Buffalo State Hospital. 

Dr. Furman was a Fellow of The American Psychiatric Associa- 
tion and served on the Committee on Legal Aspects of Psychiatry 
in 1930 and on the Committee on Medical Services from 1931 to 
1933: 

In the death of Dr. Furman the New York State service has lost 
one of its most capable hospital administrators, and his colleagues 
and associates a highly esteemed friend. 

Horatio M. Pottock. 
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A THOUSAND CASES OF ATTEMPTED SUICIDE. 
By FREDERICK C. LENDRUM, M.D., Rocuester, Minn. 


Suicide causes more deaths in the United States than puerperal 
sepsis, duodenal ulcer, Hodgkin’s disease, leukemia, scarlet fever, 
and acute anterior poliomyelitis together, yet it has been awarded 
far less study than such relatively insignificant causes of death as 
Addison’s disease or tularemia. 


THE DATA. 


The present analysis covers 1000 consecutive cases of attempted 
suicide, in which persons were admitted to the City of Detroit Re- 
ceiving Hospital from October 3, 1927, to February 27, 1930. A 
few cases in which the patients were originally admitted after a 
supposed attempt at suicide have been excluded from the series 
as probably cases of accidental injuty or accidental poisoning. 
Seven patients have been excluded as having pretended to attempt 
suicide to gain sympathy. Nine of the patients in the series denied 
suicidal intent, but other evidence was sufficient to convince the 
physician that a genuine attempt had been made and had been dis- 
claimed in the hope of avoiding detention on a psychopathic ward. 
The 1000 cases represent 998 different persons ; two patients have 
double representation in the series because of a second attempt at 
suicide in the period of approximately two and a half years. 

Attempt at suicide is not a misdemeanor in Detroit. All patients, 
however, who come to the attention of the police or of the city 
physician are brought to the Receiving Hospital. If the patient 
survives the attempt, he remains in the hospital for observation by 
psychiatrists until released on demand to his nearest relative, or 
until he has had complete medical, psychiatric, and social service 
investigation, and is discharged as well or is sent elsewhere for 
custodial care. 

At various places in this paper the following limitations are 
imposed: (1) persons whose deaths followed so closely the means 
taken to commit suicide as to prevent their being brought to hospital 
are not included; (2) persons who died in the admitting or emer- 
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gency treatment rooms are not included ; (3) many persons of the 
well-to-do or wealthy classes who attempt suicide and fail do not 
come to the attention of the police or the city physicians and are 
cared for elsewhere ; (4) Detroit only is concerned. These quali- 
fications are assembled here, in order that it may be perfectly clear 
that where inferences are drawn, which seem to apply to suicide in 
general, they must be interpreted with the limitations mentioned in 
mind. 
SEX. 


The series included 363 males and 637 females. These figures 
are the more striking when it is recalled that there is a decided 
excess of males over females in Detroit ; the relationship is 821,920 
to 746,742 according to the 1930 census. Seventy-two patients died; 
4} males and gi females. The United States Census Reports 
and practically all data regarding European races show a higher rate 
of completed suicides among males than among females. In 1928, 
for example, of 15,390 persons who committed suicide in the regis- 
tration area of the United States, 11,905 (more than 75 per cent) 
were males. In view of the larger number of attempts among 
women, it follows that men are much more successful than women 
in carrying out the act. Donalies has found the same to be true in 
Germany. The explanation of this fact will be considered later. 


AGE. 


The distribution by age of the 363 males extended from 11 to 81 
years, with the median age 33,5, years. The females ranged from 
14 to 79 years of age, with a median of 24,5, years. This indicates 
that the “suicide age” among females is much less than among 
males, as is further demonstrated in Table 1. 

The curves of distribution by age for the two sexes are rather 
significantly different. Among females there is a rapid rise with 
age to a fairly definite maximum in the early twenties, then a rapid 
decline, until only 3.9 per cent of the patients are beyond the age 
of 45 years. There is no evidence of any secondary rise at the 
menopause. The peak is both an absolute and a proportional one; 
that is, even if the fact is taken into consideration that the whole 
population contains many more women who are in the decade 15 
to 25 years than in the decade 45 to 55 years, still the incidence of 
attempted suicide reaches a peak in the early twenties ; it is greater 
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than can be accounted for by the relatively greater number of 
younger women in the general population. 

The age curve for males is very different. It begins later and 
rises more slowly to a broader maximum, and declines more slowly. 
Seventeen per cent of the men were older than 45 years. Moreover, 
the maximum in the early thirties is only an apparent one, and is 
due probably to the fact that there are more young men than old 
men in the city. The percentage incidence of attempted suicide 
has practically no tendency to decline with advancing years in the 
male. 

The change in the ratio of males to females as consideration is 
directed progressively from the younger to the older decades of 
life should be noted. In the decade 15 to 24 years, there are 54 males 
and 297 females. Thereafter the proportion of males approximates 
and then exceeds the proportion of females so that between 45 and 
54 years there are 47 males and 18 females. Bond has noted the 
same phenomenon in the statistics of suicide in England. 

The hypothesis suggests itself that the difference in the success 
of suicidal attempts of persons of the two sexes is due to the differ- 
ence in ages in the two groups. One might argue that the men, 
being older, would be more serious minded and more determined 
when they decide on suicide. Also the men, being older, might 
be expected to know better how to select an efficient method of 
suicide. When one examines, however, the ages of those who died 
it is found that of the 38 men whose ages were determined, the 
median is 394 years, and of the 27 women the median is 25 years. 
These medians do not differ greatly from the medians of the total 
sex-groups, and although the number of cases is very small, this 
suggests that age is only a minor factor in increasing the efficiency 
of suicidal attempts, and is inadequate to explain the wide disparity 
in success in the attempt between the two sexes. More convincing 
evidence for this view will be given later. 


RACE. 


The racial distribution of the 1000 cases and of Detroit’s popu- 
lation is analyzed in Table 2. It will be observed that among those 
who attempted suicide the percentage of native white persons is 
somewhat less than the percentage of native white persons in the 
entire population. When it is recalled, however, that 25.0 per cent 
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of the native white group is made up of children less than 10 years 
of age, among whom attempts at suicide practically do not occur, 
whereas only 2.6 per cent of the foreign white group is composed 
of children of this age, it is evident that the figures for native 
white persons are less favorable than for foreign white persons. 
The disproportionately high rate of attempts at suicide among 
negroes is the most astonishing fact brought out by the table. The 
negro population has an age and sex distribution roughly approxi- 


TABLE 2. 
RACE. 


Per cent in series Per cent of Detroit’s 


studied. population. 
Race. A A 


Native white ............. 56.5 66.3 
16.6 7.6 
Foreign white ............. 22.9 26.1 
4. 


I 
de 
Irish Free State........... 


= 


AbR HK 


mating that of the native white population ; hence the discrepancy 
cannot be explained on the basis of age or sex. The figures are 
the more striking in view of the popular belief that negroes do not 
turn to suicide in time of adversity. To be sure, because of the 
economic status of the negro, a very high percentage of those who 
attempt suicide are likely to appear in a free city hospital, but the 
foreign born white group has much the same economic status and a 
definitely less favorable distribution by age and sex, without show- 
ing a high rate of attempted suicide. The figures suggest that at 
least in northern cities the negro is far more likely to attempt 
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suicide than is the white person. Only 8 of the 72 persons who 
died were negroes, however, which amounts to I1.9 per cent of 
the total number of deaths. In Detroit as a whole, likewise, the 
death rate per 100,000 from suicides is lower among negroes than 
among white persons, a ratio of 10.0 to 17.5 in 1930. It would seem, 
therefore, that the negro combines a high degree of liability to 
attempt suicide with a low degree of efficiency in carrying out the 
act. 

Of the various foreign white groups, the relatively high rate 
among the Polish deserves mention. In no other national group is 
the departure from the expected figure enough larger than the 
probable error to be of any significance. As to sex ratios, the 
foreign white group contained more, and the negro group less than 
the expected proportion of males. 


MARITAL STATE. 


Table 3 presents the marital condition of the 1000 persons, com- 
pared with the marital condition of all persons in Detroit more 
than 15 years of age. No valid conclusions can be drawn from com- 


TABLE 3. 


MarITAL STATE. 


Detroit’s population more 


Group of suicides, than 15 years of age, 


per cent, per cent. 
Males 
24.2 34.98 
67.49 59.90 
Widowed ........... 4.40 3.21 
2.47 1.62 
1.37 
Females 
68.44 65.98 
Widowed ........... 4.23 8.54 
5.80 1.88 


parison of these two groups without taking into consideration the 
fact that they differ strikingly in distribution by age. Thus, the 
smaller proportion of single males in the group which attempted 
suicide compared with the proportion of single males in the entire 
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population, is explained at least in part by the fact that males from 
the age from 15 to 19, who are practically all unmarried, make 
up a very small proportion of the group which attempted sui- 
cide, and a relatively large proportion of the whole population. 
Similarly, the smaller proportion of widows in the cases studied 
than in the total population, is no doubt due to the fact that there 
is a much smaller proportion of old women in the group which 
attempted suicide than in the whole population. When these facts 
are taken into consideration, it is evident that there is a general 
agreement between the proportions in the groups compared in 
Table 3, composed respectively of those who attempted suicide and 
of the total population. The one discrepancy between the two 
series which is of mathematically significant magnitude has to do 
with divorced women, who comprise only 1.88 per cent of the group 
of Detroit women but comprise 5.80 per cent (probable error of 
0.63 per cent) of the women who attempted suicide. Divorce, there- 
fore, apparently predisposes to suicide, at least among females, 
but with this exception marital status does not seem to play any 
major part in the etiology of suicide. 


RELIGION. 
Table 4 presents the religions or religious denominations of the 
1000 patients together with the religions or religious denominations 


TABLE 4. 
RELIGIOUS PREFERENCE. 
Attempted suicide Detroit 


(per cent) (per cent) Number 

(1 patient being (1926 religious in 
0.1 per cent). census). Detroit. 
Catholic (all bodies)...... 35.9 62.9 475,315 
56.2 26.3 199,140 
2.6 9.92 75,000 
Christian Scientist ........ 8 5 2,298 
.08 655 
100.00 100.00 755,572 


of all persons in Detroit as reported in the 1926 census of religious 
bodies. Great care should be exercised in comparing these two 
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sets of figures. The religious census was based entirely on the 
number of members claimed by each denomination. The various 
denominations have different methods of reckoning who shall be 
counted as members. Some count all baptized persons, and others 
only active communicants. As a result, the figures probably give 
too high a proportion of Catholics in comparison with Protestants, 
Furthermore, the religions reported in relation to the 1000 cases 
are religious preferences, which is a very different thing from 
church membership. Persons who believe they are about to die 
can base a religious preference on a very distant acquaintance with 
any denomination. Finally, the high incidence of suicidal attempts 
among negroes, who are predominantly Protestant, has raised the 
percentage in that group. 

Taken as they stand, the figures would indicate that either the 
condemnation of suicide by the Catholic church or some other 
factor is effectual in deterring many members of that church from 
attempting to take their lives. Stearns has also noted a smaller 
proportion of Catholics in a series of 167 cases. The small pro- 
portion of Jews also deserves notice. Perhaps Jews in general, for 
social or economic reasons, are likely to secure private nursing care 
or a room in 2 private hospital. 


EMPLOYMENT. 


Table 5 contains data on the occupations of the patients. Occu- 
pations have been grouped according to their sociologic significance 
rather than according to their technical industrial classification. 
The employment statistics of Detroit in the 1930 census showed that 
of 548,281 male workers usually engaged in gainful employment 
12.2 per cent were unemployed and looking for work, and that of 
141,285 female “ gainful workers,” 6.4 per cent were unemployed. 
In my group of 278 male workers, 63 or 22.66 per cent (probable 
error 1.7 per cent), were unemployed, and of 215 females, 31, or 
14.41 per cent (probable error 1.6 per cent) , were unemployed. The 
census, moreover, was taken April 1, 1930, when the depression was 
already beginning to be felt, whereas my series falls mostly into 
the years 1928 and 1929, when Detroit was enjoying economic 
prosperity. The distinctly greater proportion of unemployment in 
the group of persons who attempted suicide suggests that unemploy- 
ment is not merely an excuse for suicide, but that it is actually a 
predisposing factor of considerable importance. 


_ 


1933] FREDERICK C, LENDRUM 487 


The findings in this group do not justify a statement whether at- 
tempts at suicide are more frequent among wealthier persons. The 
generally accepted belief, however, that suicide is relatively more 
common among professional than laboring persons is probably 


TABLE 5. 
EMPLOYMENT. 


Male. Female. 


Not gainful workers................ 9 318 
Pauper, vaganond 


OO 


Gainful workers 
215 184 


Executive, foreman ............ 
Stenographer, bookkeeper ...... 
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founded on a misinterpretation of statistics. Thus, the suicide rate 
among members of the medical profession for the five years 1927 
to 1931 averaged 35.8 per 100,000 as against 13 to 16 per 100,000 
for the country as a whole. The medical profession, however, con- 
tains only adults ; that is, persons in the “ suicide age,” and it con- 
tains mostly men, among whom the rate for completed suicides is 
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about three times the rate among women. When correction has 
been made for these two factors it becomes evident that the occupa- 
tion of physician does not predispose to suicide. 

In order to investigate further relationship between suicide and 
the economic status, in Fig. 1, the annual suicide rate for the 
registration area is plotted against the stock market averages.‘ It 
will be observed that there is little apparent correlation between 
the two curves. This suggests that unemployment from which work- 


Stock market 


7h Suicide rate 


Suicide rate 


10F 


1912 1915 1914 1915 1916 1917 1918 1919 


Year 


Fic. 1—Annual Suicide Rate for Registration Area Plotted Against Stock 
Market Averages. 


men suffer in a period of depression may be less likely to result 
in suicide than that from which isolated individuals suffer when 
other people are enjoying a boom. 

Another fact which is at least suggested by this curve is the 
absence of the gradual increase in the rate of suicide over a long 
term of years which is so generally believed to be taking place. Bond 
in England and Loewenberg in Germany have examined the rate 
of suicide over much longer periods without finding any long-term 
increase. 


370 
Yj, 1350 
Yj. 4330 
310 
230 | 
U fp 
210 
Yf 230 
Yj 
16 H yew 
Vf 7 ( 
1 Y ff Yip 190 
/ 
YY ron” 
Yj Y ff 150 
YY ff Yj //, SA 
Y ff Yy 
W 
Yi 
50 
1920 1921 1922 1923 1924 1925 1926 1927 1926 1929 1930 
1 
( 


1933] FREDERICK C. LENDRUM 489 


TIME OF ATTEMPT. 


Fig. 2 shows the hour of entry of each patient into the hospital. 
In most instances this was in the same hour as that of the attempt 
at suicide. It will be noticed that the frequencies lie in a fairly 
smooth curve, rising steadily from a minimum, between 4 a. m. and 
5a.m., reaching a plateau between 6 p. m. and midnight, then falling 
off sharply again to 4 a. m. It is to be noted that the incidence of 
attempts at suicide is small in the early hours of the day, even after 


Mumber of cases 


2123456 2545678 9 OWN 
A.M. PM 


. 


Hour of attempt at suicide 
Fic. 2. 


everyone may be presumed to be awake and out of bed. The steady 
rise through the day suggests the importance of fatigue as a factor. 
The fact that the evening hours are ordinarily unoccupied by labor, 
and that they are the traditional time for drinking, of course con- 
tributes to the evening plateau. 

The probable error of any hour varies from 2.6 at the minimum 
to 5.5 at the maximum of the curve. This would indicate that the 
disparity between the hour from Io p. m. to 11 p. m., and the hour 
from II p. m. to 12 midnight has some significance. It is probably 
an artefact, however, due to such factors of hospital routine as the 
change of nursing shifts. 
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The differences in the number of attempts at suicide between 
the various days of the week are several times larger than the 
probable error for each day, which averages +7.46. Sunday, with 
185 attempts, has the largest number. Monday is next with 160, 
and Tuesday is third with 147. Wednesday, Thursday and Friday 
have practically the same 121, 126 and 119 respectively, and repre- 
sent the low point of the weekly cycle. Saturday, with 142 attempts, 
shows the beginning upturn. 


SEROLOGY. 


In all cases in which patients remained in the hospital long enough 
to allow of it, a Kahn and a Wassermann test were performed. Of 
the 411 tests, 341 were negative, representing 174 men and 167 
women, and 70 were positive, representing 26 men and 44 women, 
This result is astonishing. The males are older and a larger propor- 
tion would have been expected to have syphilis. The probable errors 
(3.2 for men and 3.9 for women) will not explain these unexpected 
results. 

Knowledge of an infection with syphilis was the direct cause of 
an attempt at suicide by one man. Syphilis was a less immediate 
cause of the effort made by one man with tabetic crisis, and by 
three men and two women with paresis. 


MOTIVE. 


In Table 6 the motives assigned by the patients for their attempts 
at suicide are analyzed in detail. Of the 1000 patients, 86 males 
and 107 females offered no reason. The remaining 277 males and 
530 females gave 333 and 582 reasons, respectively. If two, three, 
or more motives were assigned by any patient, they have all been 
tabulated, no attempt being made to decide arbitrarily which were 
the principal and which the subsidiary causes. 

Human failure and tragedy, of course, are infinitely complex, 
and motives cannot be forced into a tabular classification without 
some distortion. The case, for example, of the girl who drank 
iodine because her sister went out with her only pair of silk stock- 
ings cannot be adequately represented by the phrase “ quarrel in 
family,” nor can the case of the girl who drank perfume out of 
grief for lost virginity be adequately summed up in the word 
“ remorse.” 
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TABLE 6. 
Motives. 
Male. Female. 
Reasons not 86 107 
to tell. 6 13 
Died before reason could be 
Released before reason could be 
No reason except mental condition 45 25 
Motives 
66 28 
7 Unemployment of mate.......... II 
. Financial difficulties ............ 25 4! 
" Failure of business.............. 2 2 
102 SOCK CAB. 2 
Other economic reasons......... 4 I 
Quarrel with mate.............. 48 148 
Drunkenness of mate............ k 20 
Infidelity of mate............... 7 15 
Sexual incompatibility ......... 0 2 
d Separation and divorce.......... 19 10 
n Quarrel with lover.............. 12 42 
re 7 12 
14 61 
x, Friction with parent............ 4 25 
ut Friction with child.............. 3 3 
ik Trouble with in-laws............ 2 14 
k- Other quarrels with family or 
in 
Fear of whipping............... oO 2 
rd In jail on narcotic charge........ 10 3 
5 I 
In jail for other charge.......... 12 3 
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TABLE 6.—Continvep. 
Male. Female. 
Had just attempted or committed 


wn 


on 


To make someone sorry......... 
Threatened loss of child......... 
Death in family................ 
Sickness in family.............. 
28 60 
Pregnancy, legitimate .......... 
Pregnancy, illegitimate ......... 
Epigastric pain, including ulcer. . 
Pelvic pathologic condition...... 
Chromic arthritis 


NAH WwW OM 


nb OD CO HD NS DW 


Disability in hands.............. 


NH OW HOO WD 


Total motives given....... 333 582 


Male 
Worry over masturbation, 
hemiplegia, renal stone, 
chronic pain in arm, 
and syphilis. 
Female 
Heart trouble, hyperten- ( 
sion, chronic osteomye- | 
litis, overwork, influ- 
enza, asthma, blindness, 
thyrotoxicosis, tabetic 
crisis, and chancroid. 


School difficulties .............. 

Remorse or shame.............. 
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Among women the leading causes are marital difficulties ; among 
men, economic. These figures, it is to be remembered, cover 
“boom ” years, the series coming to an end early in 1930. Among 
the economic causes, eight attempts at suicide for gambling losses 
are of interest. 

Among motives grouped under legal difficulties, the large number 
of patients in jail on charge of traffic in narcotics is significant. 

In the miscellaneous group, the six cases listed “ to make some- 
one sorry ’’ deserve notice. That a person should attempt suicide 
to spite someone else seems, a priori, ridiculous, but it is by no 
means of infrequent occurrence. In view of the large amount of 
newspaper publicity given to school difficulties as a cause of suicide, 
the small number of cases in which this motive was assigned is 
of interest. The case of suicide pact deserves some comment. It 
involves four drug addicts who were confined to the county jail 
and slashed themselves with broken glass. It was apparently a 
genuine attempt and not an effort to secure morphine, since most 
of the addicts in Detroit know that they will not receive morphine 
while confined on the psychiatric wards of Receiving Hospital. 

The varieties of ill health that are assigned as causes for attempt- 
ing suicide are of especial interest to physicians. It will be observed 
that it is not the agonizing pain of gallstone colic, but chronic, 
harassing pain of milder degree that drives people to suicide. The 
predominance of gastric pain among men and pelvic pain among 
women is especially to be noted. 

It should be mentioned that in the cases in which a legitimate 
pregnancy is assigned as a motive for an attempt, it was generally 
complicated by desertion, drunkenness, cruelty, or unemployment 
of the mate. 


PSYCHIATRIC DIAGNOSIS. 


In Table 7 are classified the psychiatric diagnoses relative to 126 
males and 108 females. Many of these patients, in addition to the 
psychiatric cause of the suicidal attempt, also alleged some motive 
which is classified in Table 6. In two of the cases (one of lethargic 
encephalitis and one of Huntington’s chorea) the disease ought 
perhaps to be classified also under ill health in Table 6, since there 
is reason to believe that discouragement over the mental condition 
was a conscious motive for the attempt. 
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Two female patients appear in Table 7 twice because of each 
being admitted to the hospital for two attempts during the period 
over which the series was collected. One female and seven males 
appear twice in the table because of having received a diagnosis of 
two psychiatric conditions. 


TABLE 
PsycHIaTric DIAGNOSES. 
Male. Female. ' 

Acute alcoholism only reason........... 12 8 
Acute alcoholism with reason in Table 6. 34 41 
23 6 
Manic depressive psychosis............. 2 I 
Persecutory ideas, unclassified.......... 9 6 
Psychopathic personality .............. II 12 
Lethargic encephalitis 2 

126 108 


Male 
Delirium of fever, intoxication 
with marahuana, and Hunt- 
ington’s chorea. 
Female 
Intoxication of barbital (veronal) 


It is interesting to observe that in 23 per cent of all the cases, 
a diagnosis of psychiatric disorder was made. The importance of 
alcoholism and drug addiction deserves especial mention. 

The small number of cases of manic-depressive psychosis may 
seem somewhat surprising. It is due in part to a considerable 
degree of conservatism with regard to making this diagnosis in 
cases of so-called “simple depression” without a definite cyclic 
history. 
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Further light is thrown on the psychiatric status of these patients 
by the number of previous attempts at suicide. Three men and ten 
women had made one previous attempt, two men and five women 
had made two, and three women had made three. In these cases 
it is probably justified to suspect that the case was not one of sud- 
den misfortune, but of profound psychic unadjustment. 


METHODS EMPLOYED. 


In Table 8 are classified the principal means of suicide employed 
by the patients. Sixteen women and four men, however, used two 
agents; three women used three agents, and one man used four 


TABLE 8, 
METHop. 
Male. Female. 
Agent or method. Patients. Died. Patients. Died. 

OF 58 7 15 I 

Jumping from height............. I o 3 0 

Crushing (beneath vehicle)....... I oO 2 oO 

Male 

Swallowing razor blades. 
Pounding head on bars of 
cell. 
Setting fire to clothes. 
Female 
Injection of mercuric 
chloride. 

ae 213 23 539 29 
Solution of cresol (lysol)..... 35 6 113 10 
Mercuric chloride ........... 20 4 60 7 
Barbital (veronal) ......... 7 oO 25 2 
Potassium permanganate ..... 30 
Mercurochrome I 18 
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TABLE 


Male. Female. 

Agent or method. ‘Patients. Died. Patients. Died. 
2 I 8 2 
Methyl alcohol .............. 2 I 3 I 
Hydrochloric acid ........... 6 2 I 0 
2 2 0 
Denatured alcohol ........... 2 0 2 0 
Mild silver protein (argyrol). I 0 5 0 
Sloan’s liniment ............. I o 5 0 
I I 0 0 
Chloroform liniment ......... I I I 0 
Cleaning solution ........... 2 0 
Allylisopropyl barbituric acid 

and amino pyrine (allonal) 0 0 3 0 
ae sian 0 2 0 
I I 0 
Fowler’s solution ............ 2 0 
4 I 10 0 
II 23 0 

363 41 637 31 


agents in his attempt at suicide. In these cases we have classified 
only the most deadly agent among the principal methods. The ac- 
cessory methods were generally taking of drugs of an innocuous 
nature, which varied from hair tonic to corn medicine. 

When the data derived from my series is compared with that 
represented in Table 9 which shows the means used in the 949 suc- 
cessful suicides in Detroit in the four years, 1927 to 1930, some 
astonishing differences are evident. Poison and asphyxia occupy 
a predominating position in my series, but a much less important 
position in the successful group. This is because methods of suicide 
of very high order of efficiency, particularly if rapidly effective, as 
are shooting and hanging, leave very few patients alive to be ad- 
mitted to the hospital. 
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These tables allow an opinion as to why attempts are much more 
successful among men than among women. An hypothesis that 
naturally suggests itself, as has been mentioned, is that the women 
as a group are younger and presumably less serious, and that their 
attempts may frequently be only the frenzied gestures of hysterical 
girls, whereas the men as a group are older, and might be expected 
to make a better planned attempt. A study of the figures, however, 
showed that the same methods have only a slightly greater degree 
of efficiency when employed by males than by females. The higher 


TABLE 9. 


AGENTS OR MetHops UsEp IN SUCCESSFUL SUICIDES 
IN DETROIT, 1927-1930. 


155 
185 

949 


percentage of success among men is largely due to the fact that 
the methods of homicide usually employed by the male are mechan- 
ical, such as cutting or hanging or shooting, whereas women tend 
more to use poison. Among the poisons, moreover, only men have 
access ordinarily to the strong mineral acids of industry such as 
nitric or hydrochloric acid, whereas women more often employ com- 
paratively innocuous disinfectants from the home medicine cabi- 
net such has iodine, mercurochrome, or potassium permanganate 
(Table 8). 

Of the poisons that were used 30 times or more, the percentages 
of efficiency were as follows: phenol 20.45, mercuric chloride 13.75, 
solution of cresol (lysol) 10.81, barbital (veronal) 6.25, and potas- 
sium permanganate and iodine o. The probable errors are so large, 
however, that these figures are far from conclusive. The harmless- 
ness of iodine is especially fortunate, since it is the favorite recourse 
of disappointed lovers. 
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Although the number of cases reviewed here is perilously small, 
it is interesting to note that the figures derived verify the common 
belief as to the relatively delayed action of bichloride of mercury, 
Of 11 deaths from bichloride of mercury, 8 took place after the 
third day following ingestion, whereas of 41 deaths from other 
poisons, only 6 took place after the third day. 

The list of poisons is probably very different from the one that 
would have been found a generation ago. Strychnine, arsenic, and 
pure phenol, favorite agents of homicide of a former day, are now 
difficult to procure without a prescription. Mercurochrome is a 
newcomer on the list, and potassium permanganate has been popu- 
lar only since women began to receive it as a douche. Besides these 
long-term changes in methods, however, there are more rapid 
fluctuations in method depending chiefly on newspaper publicity 
given to certain agents. For example, on one occasion (previous to 
the present series) a much publicized suicide accomplished with 
oxalic acid was followed by a series of attempts with this deadly 
drug, and on another occasion the leap of an actress from a notori- 
ous downtown hotel was followed by a flurry of falling girls. 


OUTCOME. 


Table 10 shows the termination of the 1000 cases. More than 
70 per cent of the patients recovered from the attempt and were 


TABLE 10. 
OUTCOME. 

Released on demand to relative.............. 707 
Released on own responsibility............... 146 
Released to social service worker............. 8 
Transferred to another hospital.............. 17 
Committed to mental hospital................ 19 
Committed to home state as a mental patient... 4 


released to relatives, and half the remainder were released on their 
own responsibility. The small number of patients who received pro- 
longed care in an institution is to be noted. Furthermore, it is to 
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be recalled that most of these patients, on dismissal, expressed regret 
at having attempted suicide, and if the relatively small number of 
patients in this series who had made a ‘previous attempt can be 
accepted as a criterion, very few of the patients dismissed should 
be expected to repeat their attempts. 


SUMMARY. 


An analysis is presented of a thousand cases of patients admitted 
to the City of Detroit Receiving Hospital because of attempted 
suicide. It is pointed out that such a group is somewhat selected, 
and is not entirely representative of the whole class of patients who 
attempt suicide, especially because of the absence of patients who 
used rapidly fatal means, and because of the relative infrequency 
with which the wealthier patients are brought to the hospital. 

This group confirmed the usual finding of a higher rate of at- 
tempts at suicide among females, with a greater number of suc- 
cesses among males. The curve of distribution by age contained, 
among females, a conspicuous peak between the ages of 20 and 24 
years, and very few cases after the age of menopause. Among 
males, the peak of the curve came between the ages of 25 and 29 
years, and there was very little decline in the rate of suicide with 
advancing years. Members of the negro race made a relatively 
larger number of attempts at suicide and achieved relatively smaller 
number of successes than members of the white race. The marital 
distribution of the group studied displayed nothing significant ex- 
cept in the large number of divorced women. The data disclosed 
a relatively much greater incidence of attempted suicide among 
Protestants than Catholics. It is pointed out, however, that a com- 
parison of the religious preferences of these patients with the re- 
ligious census of Detroit is likely to be very unreliable. 

The percentage of unemployed among the gainful workers of 
this series was significantly greater than in the general population. 
Attempts at suicide were relatively rare in the early morning, and 
most frequent in the evening. They were also relatively rare in 
the middle of the week, and most frequent near the week-end, 
especially on Sunday and Monday. Serologic tests were completed 
on nearly half of the patients, and surprisingly, a much higher pro- 
portion of positive results was secured among female patients. The 
leading motives assigned for the attempt by male patients were 
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economic difficulties, and by female patients, marital, domestic, or 
amatory discord. Twenty-three per cent of the patients received 
some psychiatric diagnosis, which in a little more than half of 
the cases was of some phase of acute or chronic alcoholism. Poison- 
ing was the leading means employed by both sexes, although the 
relatively greater preferences of males for mechanical methods 
largely accounted for the greater proportion of deaths among male 
patients. The almost wholly innocuous tincture of iodine was the 
most popular poison. It was followed in order of frequency, by 
the much more dangerous solution of cresol (lysol), mercuric 
chloride, and phenol, in order of frequency. 

Only a small number of the patients were committed to institu- 
tions for prolonged custodial care. Most of them were released 
either to their relatives or on their own responsibility. On the basis 
of the present data, the prediction is made that only a small per- 
centage of these patients will make another attempt at suicide, 
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SOCIAL PSYCHIATRIC ASPECTS OF THE MINOR 
DELINQUENT.* 


By ABRAHAM MYERSON, M.D., Boston, Mass. 


There are certain general statements which should be made in any 
iscussion of crime. In the first place, the definition of crime is 
(sca and depends upon the moral attitude of a community. That 
these moral attitudes have differed from time to time and from 
place to place needs no amplification on my part. 

Lending money on interest was declared to be a crime for cen- 
turies, then became one of the most honored of the occupations, and 
is ina fair way in the cycle of events of reaching its former status. 
When the prohibition enactment was passed, it rendered criminal 
many honored activities and immediately created a new group of 
offenders. Although for centuries, man in the Western Civilization 
has declared monogamy the only legitimate basis for the sexual 
relationship, this code has always had a competition with prostitu- 
tion, homosexuality, etc., some of which competitors were given a 
high place in the estimation of the community. 

The chief crime in the Middle Ages was being a heretic or a 
wizard. The chief crime in Germany today is being a Jew. In Soviet 
Russia a capitalist can be clapped into jail, whereas in America his 
status becomes the goal of effort for every non-capitalist. 

The psychiatrist is in great danger of reversing the formula of 
Terence, who declared that “ Nothing that is human is to me alien.” 
He is getting ready to say, “All that is human belongs to the 
alienist,” which claim raises the question of the sanity of the 
psychiatrist. 

Moreover, crime is by no means identical with social damage. The 
criminal that lands in the jails and in the prisons is a retail dealer 
in social harm and, in fact, in many instances has done practically 
speaking, no social harm whatsoever. One predatory banker or 
broker who manages to keep within the law does more social damage 


*Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29—June 2, 1973. 
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| sas all the inmates in the Charlestown State Prison put together, 
isleading advertising takes more money from the pockets of the 
American people than all the forgers and pickpockets combined, 
It is impossible to estimate the damage done by a predatory states- 
man, and there is not much doubt to the candid observer of history 
that a very large percentage of those who are acclaimed as great 
are great only in the magnitude of their evil. 

Furthermore, we can safely state that much of crime is definitely 
conditioned and brought into being by the law-abiding, normal 

itizen. It happens that a great many desires of the human being 
are declared to be illegal, but the desires—thus placed in an under- 
world—do not cease to exist. The sexual reflex act knows nothing 
of monogamy. The delight in chance and in gambling rides superior 
to the law and builds up an underworld of great activity. Alcohol 
and escapes of one type or another from reality may be prohibited 
but they represent a something which becomes enshrined in tradition 
and culture. These illegitimate demands find an illegitimate sup- 
ply. They build up a class of merchants whose business it is to 
fill them. 

Thus, the prostitute, the gambler, and the bootlegger are merely 
servants of the illegitimate desires of the public. They are not in the 
least predatory, and they will exist so long as these trends in human 
nature remain unquenchable by fiat. There is a partnership in this 
type of crime which extends from the normal individuals, respect- 
able men and women, through the law enforcing agencies which 
cannot stamp out that which the community demands, down to the 
purveyors of the commodities demanded. It is true that such mer- 
chants may be low-grade people, but they are not of necessity lower- 
grade than household servants, garbage collectors, truck drivers, and 
teachers. Thus is created a social hypocrisy of a demoralizing type, 
in that only few want the law enforced, but most pretend they do. 

In view of these considerations, I think it can be stated that the 
psychiatrist is not primarily a criminologist, or rather that the crim- 
inologist is not primarily a psychiatrist. The psychiatrist, I believe, 
can throw light on certain phases of crime ; at any rate, he can help 
explain the conduct of certain of the criminals. He can say, al- 
though with some degree of doubt, that Individual A is feeble- 
minded and Individual B has dementia praecox ; but when it comes 
to stating why the rest of the alphabet (as enumerating individuals), 
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t. who are neither feebleminded nor insane, commit crime, I do noty; 
1€ believe that the psychiatrist is in a position of better advantage than? 
d. any other intelligent person ; certainly, not better than the sociolo- 
S- gist or the psychologist. In fact, unless he is a sociologist of some _ 
ry type, he fails utterly in his analysis of crime, 
at These drastic statements, I think, are warranted in view of the at 
erature and the many papers that have been written on the amount 
ly of feeblemindedness in crime. The figures range over such extrav- 
al agant differences and percentages as almost to nullify their value. 
8 Fortunately, that trend has been disappearing from the days when 
” Goddard first stated that about 50 per cent of the criminals were 
b: feebleminded, and when every second prostitute was declared to be 


far below the mental average of the community. Anybody inter- 


ested in this range of figures can obtain it from the report of the 
ws Wickersham Commission and from Sutherland’s book. Apparently, 
the percentage depends upon the standards and the testing technique 
A of the examiner. Furthermore, in many of the studies not enough 
account was taken of the fact that judged by the tests, which of 
ly themselves are open to severe criticism, a large part of the non- 
“ imprisoned population would be declared feebleminded. 
an What I can, I think, safely say is that the prisoner who is brought 
sis into jail for the minor crimes is of low-grade mentality, with a 
“te sprinkling of those who may be technically declared to be feeble- 
ch minded. It is safer to say that they come from low cultural levels, 
he from the strata of the population which are poor, have few ad- 
r- vantages, live in delinquency areas in slums, have for some reason 
f- or other acquired poor training economically, etc. Just what these 
nd facts mean is not certain. It is hard to think of them as biological 
0e, in their significance. It may also mean that the men and women 
lo. who are caught have the poorer mentalities of the criminal groups. 
he Take, for example, the girls imprisoned for sexual offenses. It is 
n- probable that their morals on the whole are not so much worse than 
ve, those of many girls who remain in the normal community, who use | 
Ip discretion and caution, in short, show more intelligence in their 
al- sexual freedom. That merely means then that the intelligence of 
le- the low-grade girl is not responsible for her sexuality ; it is respon- 
1es sible for her being caught. And whatever psychiatric connotation 


3), there may be disappears. 


‘ 
hit 
H 
| 
{ 
| 
4 
} 
aa 


504 PSYCHIATRIC ASPECTS OF DELINQUENCY [ Nov. 


Take, for example, the very interesting fact that the alien himself 
does not figure disproportionately in crime. This, I think, is borne 
out by all the statistics on the subject. Then consider the fact that 
his immediate descendant, the first-born or the first-bred American 
group, figures disproportionately in crime. Is it possible to explain 
this on a psychiatric basis or on any biological basis whatsoever? 
It is quite unlikely that the mentalities of these new Americans has 
been reduced in the American atmosphere, or that any biological 
change of any importance has taken place. What has taken place, 
of course, is a great shift in the total environmental relations of the 
new generation. In the first place, they are more definitely out of 

ouch with their parents than any preceding or succeeding group. 
The home is to a large extent European and is a milieu uncongenial 
to the young American. He, therefore, lives more on the streets; 
his familial hold is less ; he tends to become less organized, and so 
falls more readily into crime. The trend upward from this genera- 
tion is seen in those movements of racial groups from the slums 
which is part of the history of every great city. 

he history of delinquency areas shows it is not the racial nature 
of the delinquent which counts, so much as the locality. As each 
racial group sweeps into a delinquency area, it takes on the tradition 
of crime and disorder of that locality. The new American, to a 
great extent alienated from the hold which his family has, living 
more on the streets and in gangs, and residing in the slum parts of 
the cities, psychologically and sociologically contributes to crime not 
psychiatrically. 

It is interesting to note that where there is a large foreign popula- 
tion, it is the foreign population which tends to be the bootleggers 
and the gangsters. But these are not lacking where there is no for- 
eign population. Then the lowest social strata of the native popula- 
tion take over the job of supplying the illegitimate activities. The 
swing of an alien group into a community tends to push upward the 
native group; the menial, low-grade occupations are taken over. 
This is interestingly observed in such a thing as prize-fighting, which 
we do not necessarily class as low-grade. In this country there has 
been a definite change in the nationality of prize-fighters. The Irish 
once ruled in this field. As they passed upward in the social scale, 
the Jews came in in large numbers, and now the Italians are be- 
coming conspicuous. This is not because the Italians are now 
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physically superior to the Irish. It merely means that the Irish, 
through their raised social level, are not so interested in prize- 
fighting as they were. 
/ A good many papers have been written to show that the criminal 
is psychopathic. This largely dates from the extravagant work of 
mbroso who, with his stigmata and his epileptic constitution and 
the various atavistic characters which he discovered, gave a lasting 
direction to the thought about the criminal, most of which has been 
isproved. But the trend to believe that crime_is somehow hased 
on a biologic and psychiatric basis persists, There is no question 
but that it somewhat is so based ; the only question is, how much? I 
am inclined to believe that it is very little ; that outside of a certain 
percentage of the murderers and some of the low-grade vagrants 
and tramps there is little thorough psychopathy. A good many of 
the studies which have found a large amount of psychopathic per- 
sonalities seem to me to be merely argument in a circle. A man is 
declared to be a psychopath because he continually breaks the law 
or because he is a chronic drunkard. If it is asked why he is a 
chronic drunkard or criminal, the explanation is given that he is a 
psychopathic personality—which leaves one where one was in the 
beginning. 

Moreover, a statistical study of the amount of true psychopathy, 
let us say amongst college professors or ministers of the gospel, or 
great writers, or let us whisper it, amongst the psychiatrists them- 
selves, might give embarrassing figures. And it seems to me that an 
explanation has to be specific to fit a specific situation. I have seen 
very little in the writings on this matter which is convincing and 
which does not depend upon a preconceived argument in a circle. 

It is, of course, certain that psychoanalysts have found an explan- 
ation, but if one looks over a book like “ The Criminal, The Judge, 
and The Public,” which may be called a representative book of this 
type of thought, one gets three case histories, one of which was 
analyzed by somebody else. There is nothing to indicate that 
the whole book has been written out of real case histories; but it 
is merely an extension of psychoanalytic principles more or less 
a priori to the concept of crime. {I doubt if there have been one 
hundred criminal psychoanalytic case analyses in the world, and I 
state quite definitely that that number has no value in telling us 
anything about 
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It is true that the character of the individual delinquent is al}. 
important to us in the approach to crime, as well as the social cir. 
cumstances. There is yet no science of characterology;there is even 
no agreement on the definition of what intelligence is. Many psy. 
chologists throw overboard the term “ instinct’; and others make 
a list of 50 or 60 instincts of social conduct. One group insists that 
we leave out consciousness entirely and stick to behavior; and an- 
other tells us just as categorically that we must consider all conduct 
as a superimposed series of conditioned reflexes discarding heredity 


entirely. Certainly, if we have no agreement_on what is instinct; 
if we cannot define intelligence, we can have no science of character 


We can only perceive, by a mixture of intuition, common sense and 
biology, which is a bit incongruous, unless we accept metapsychiatry, 


THE Types or Minor DELINQUENT. 


Since 1924 the Commonwealth of Massachusetts has been carry- 
ing on a research concerning the social and psychiatric background 
of the types of delinquents who are sentenced to the houses of cor- 
ae iy crimes. Those who commit a felony which is 
punishable by incarceration in the state prison are not included in 
this study. Only those individuals who have received sentences of 
two years or less and for such offences as drunkenness, non-support, 
assault and battery, breaking and entering, certain of the sex of- 
fences, vagrancy, stealing automobiles, and the like delinquencies, 
form the subjects of this study. It will thus be seen that the more 
serious crimes are excluded, although the individuals who appear in 
the houses of correction, in a few cases, have done time in the 
state prison, and some of them appear there in the later course of 
their career. A great many of these individuals are chronic of- 
fenders, that is to say, they continually get drunk, are frequently 
arrested for non-support, are always in brawls of one type or 
another, have long records for stealing in a minor sort of way. 
Thus, they may be said to represent a troublesome element in 
society although not a serious or dangerous one. 

The technique of the study is to obtain first, a history from all | 
the sources available concerning the family, the school record, the 
health history, the industrial situation, and the nature of the social 


interests and tastes, religious affiliations, past offences, and aiming 
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to secure a factual presentation of the background and the life of 
the men. There is a psychological examination in the majority of 
] instances or at least in those cases where it is indicated. The 
climax of the investigation is the psychiatric examination. Since 


, the investigation is under the direction of psychiatrists, in that it is 
t sponsored by the Department of Mental Diseases, and since the 
, social workers are trained in psychiatric social work, the study may 
t be said to be dominated by psychiatry. 

’ My own attachment to the research was that of examiner to the 
; Dedham House of Correction, where I went regularly each week, 
armed with all the facts available, as a preliminary for my own study 
1 of the prisoner. The number of cases personally studied was about 


825. This paper, however, is not to be a statistical approach to the 
matter but is an exposition of a delinquent type which appears con- 
tinually in the houses of correction and includes by far the great 
majority of the minor offenders. 

Early in the course of my personal work, it became apparent that 
' this type of offender, whom I have classified as the unorganized \ 
extrovert, rarely takes the trouble to look into himself, or to punish 


; himself by self-reproach ; that he thus avoided one of the greatest 
. punishments the individual can get, namely, the pain which comes 
, from self-blame, and which leads a man to reorganize his life. In 
. other words, there is relatively very little introversion amongst the 
;, men of this type. Their own reaction to being in prison is to state: 
e “Ttake things as they come, and what’s the use of crying over spilt 
m milk.” The jail officials always state that very few of the men ap- 
m pear depressed; that the usual prisoner quickly adjusts himself 
if to the life in the jail, even at the time of his first incarceration ; that 
f. if a man is seen brooding or wrapped in contemplation, he repre- 
ly sents an unusual type and one, on the whole, to be watched. 
Or If one asks one of these men about his own delinquency, he finds 
y. it very difficult to get words to express his conclusions. It appears 
in that a self-analysis on the basis of an attempt at self-knowledge has 
scarcely ever been made. It is true that some men are resentful of 
all being incarcerated. All of them dislike being deprived of their free- 
he dom. The lack of normal sexual relations becomes a burden to 
‘al many and the fact that there is not enough work to do in most of 


ng the jails and houses of correction in Massachusetts makes time 
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drag along. With all this time hanging on their hands, there seems 
to be a keen interest in the trivial matters of the jail. There is much 
low-grade reading and but little, if any, of productive introversion, 
Looking over their life-history, as it enfolds itself from their 
earliest days onward through their school career into their industria] 
history, as it shows itself in the nature of their pleasures, their 
sexual activities, their social interests, it becomes apparent that there 
is little organization, no energetic building up of definite and solid 
purposes; that their qualities remain unevolved, so to speak. | 
therefore labelled this group the unorganized extroverts, and be- 
ieve that this classification carries with it some degree of under- 
standing and a hint at therapeutics. 

I do not mean to imply that there is any sharp differentiation be. 
tween introverts and extroverts or that anyone has a successful and 
complete organization of his qualities in his career. These terms are 
relative. No one can go through his life completely introverted, for 
he will be destroyed by the first automobile which comes his way; 
nor can a man use the word “I” in connection with himself with- 
out having as the basis for this, self-contemplation of some rudi- 
mentary type. The reflective man, however, builds up an “I” to. 
wards which his attention is frequently directed and which he ap- 
proaches with the emotions of love, pity, interest, and hatred, 
according to his evaluation of that object, his ego. He is continu. 
ally, as John Smith, sitting in judgment on the conduct of John 
Smith, praising, blaming, excusing and criticizing that conduct. In 
other words, he acts as a sort of social environment towards him- 
self, which, after all, is all that conscience is—a sort of tucked-in 
critic, brought to life by the teaching and preaching of others. There 
is, of course, a rudimentary critic and censor in everyone, except, 
perhaps, in the idiot or imbecile. In the case of the type of individ- 
ual whom I am here describing, the introversion is occasional, 
rarely prolonged, seldom deeply critical or self-castigatory. 

In reaching out for a scheme of study, separate from the routine 
psychiatric one, I finally deveolped the following approach to the 
organization of the individual: 

(1) The Nature of the Organization of the Intelligence of th 
Prisoner—Most of the individuals of this group are above the 
feebleminded level. There are very few high-grade mentalities 
amongst them ; more that correspond to the mental age of thirteen 
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and thereabouts. Instead of confining myself, however, to a con- 
sideration of memory, information, and those qualities which ap- 
pear in the mental tests, I asked in each case: To what does this 
man’s curiosity extend? Is there any evidence of an organized 
curiosity, one which seeks consecutive information, and passes from 
the perception to the law; develops skill in the manipulation of the 
outer world, acquires facility in an analytic expression, and spreads 
itself out into those things aloof from his own life and representing 
a non-parochial interest? A man may be shrewd and clever in the 
understanding of the people and things which he meets, and yet 
never reach an organization of that interest and of that skill so that 
it evolves from a mere empiricism of a low-grade to an orderly, 
self-conscious technique. In other words, is there any organization 
in the nature of the intelligence ? 

The curiosity of the unorganized extrovert is entirely parochial. 
It is vivid and keen regarding those people whom he meets and with 
whom he comes in direct contact, but is easily satisfied. In regard 
to things, he is only interested in those which pertain directly to his 
own interest. Thus, he has little or no knowledge of government, 
takes no interest in politics; and even if he is an automobile me- 
chanic, has little knowledge of the general principles underlying the 
operation of the machine. The scope of his reading very accurately 
indicates the scope of his curiosity. Usually his reading is limited 
to the exciting parts of the newspaper, such as the story of crime 
and divorce. He always reads the funnies ; he never reads of inter- 
national matters, and he passes over, unheeding, such fragments of 
the cultural, zesthetic and scientific life as they appear. He rarely 
reads books, and if he does, he thinks of himself as a scholar if he 
reads Zane Grey. Magazines such as “ True Stories”; “I Con- 
fess” ; and the like constitute the bulk of his literary fare, and he 
tends to brag if he reads the “ Saturday Evening Post.” He has 
almost no interest in music except the lowest of the popular songs ; 
and art in any of its forms has no interest whatever for him. 

An information deterioration takes place rapidly. He is vague 
and hazy about Abraham Lincoln. He may even, and often does, 
slump into that medieval era of astronomy when he believes that 
the earth is larger than the sun. It is often hard for him to tell why 
night comes. If one asks, “ Why is this 1933? ”—the favorite reply 
is that “‘ last year was 1932.” It is almost unbelievable, in fact, that 
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people can go through the world with so little organized curiosity 
and with so little urge to partake of the great culture which is ajj 
around theny Where is no quest for knowledge in the type of man 
most commonly found in the jail/The great social and intellectual 
currents sweep around this indvidual and penetrate into his life 
by the changes which many make in the structure of society, but 
they leave him almost entirely untouched mentally. 

(2) The Organization of the Industrial Life —Perhaps the most 
important of the social organizing trends of the individual who 
reaches adult age, is the development of the work purpose, the 
harnessing of the energy so that it produces results socially a 
proved and socially rewarded. This type of organization imposes 
heavy burden on the individual in that it imposes the tyranny of th 
future on the pleasures of the moment and makes more importan 
that which is to be than that which is. Yet such an organization is 
essential in a society which has our present ideals. Some men of 
keen minds rebel, and unconventional folk scorn and jibe at the 
slavery in the work of the average man. The higher grade criminals 
are apt to say, “ Only saps work.” 

Associated with the work purpose is the purpose to save, to be 
thrifty, the purpose to invest (although this has been shown to be 
not quite so valuable to the individual as it was thought to be). If 
a man works even at the humblest job, is steady and industrious, 
seeks to become more skilful, and if he lives within his means, he 
may be said to have a work purpose and an organization to his in- 
dustrial activities. If he shifts from occupation to occupation, and 
does not seek skill and promotion; if he has no purpose to gain 
wealth or standing, if he cannot save money and is always in dire 
financial straits, if work of an organized type soon bores him and he 
loses his energy, it may be stated of his industrial career, that it is 
unorganized. 

Almost without exception, the man in the House of Cone 
and who belongs to this type, has no organized trade of high-grade 
type. Rarely is he a carpenter or bricklayer or a high-grade me- 
chanic; rarely does he belong to a trade union of which he isa 
member in good standing. He is often a mechanic’s helper and 
may be quite clever with tools, but rarely does he acquire any high- 
grade skill, largely because he has only the desire to get the day's 
pay and has no concern about advancement. Very often he isa 
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ty taxicab driver or chauffeur, occupations in which there is excite- 
Il ment and an opportunity to gratify low-grade curiosity, and little 
consecutive, steady work. Very commonly he will do any kind of 
al labor work for a sort time. His work life is characterized by the 
fe number of jobs he has had, by the fact that rarely has he been 
ut found to be in the employ of anybody for a long number of years. 
He is the first to be discharged when bad times come. 
st It is interesting to note that often this man is extremely useful 
ho to the social structure ; in fact, that there is a need for such men. 
he The organized worker in ordinary times will not fill the gaps which 


permeate a poorly organized society such as ours. If there are trees 
to be chopped in Maine, the unorganized laborer, the extrovert of 


h this type, rushes off to do it. If there are cranberries to be picked 
n in Cape Cod, he migrates. A householder has a cellar to drain and 
i to line with cement, the casual laborer cheerfully does the job. If a 
of farmer has some hay to pitch in a hurry, he cannot call upon the 
he steadily employed laborer to help him, but these non-steady workers 
als save the day for him; etc. 

As our social structure is today organized, these men are the 
| “pinch hitters ” industrially. And as one of them complained quite 
be pathetically, “‘ When I take a drink or two and get into trouble, I 
If get pinched.” 
us, (3) Sexual Organization.—The next factor in the analysis is 
he the question of the sexual life. We may speak of an organized sex- 
in- ual career as one in which the sexual activity becomes merged with 
ind the mores, becomes socialized, and in which a man marries finally, 
ain even though he has had a heterosexual, sensual career before. Thus, 

ire sensuality becomes sentiment as social responsibility changes his 
he egoism, so that the man feels it incumbent upon him to care for 
t is and protect his wife and to look after his children. Sexuality thus 
becomes organized into the warp and woof of the other purposes. It 
- does not remain mere libido. One may grant such an individual a 
ade certain amount of illicit sexuality and find nothing biologically or 
me- socially reprehensible about the situation. If a man, however, mar- 
is @ ries and the sexuality which lured him into marriage does not evolv 
and into responsibility and sentiment, his sexual life may be said to b 
igh- unorganized, to have remained primitive, not anti-social but un- 
ay's social. A less organized plane still is that of the individual who 


is a never falls in love, who has heterosexual affairs of very brief type, 


j 


512 PSYCHIATRIC ASPECTS OF DELINQUENCY [Noy 


who never finds in women anything more than an object of sexyal 
desire and satisfaction. His sexual life may properly be said to haye 
remained sensual and without any social evolution. 

It is probably wise to remark at this point, that in using the term 
“ organized” and “unorganized,” especially in relation to sex. 
there is no moral connotation. There is no pretence to praise or 
blame, nor any effort to set up good or bad ethical standards, to say 
that one kind of conduct is higher or lower than another. The de. 
gree of social evolution in the organization alone is taken into 
account. 

} The most of these men are as unorganized in their sexual life 

/ as in their industrial career. Even when married, there is no sense 
of sentiment or responsibility. Often forced into marriage by the 
inadvertent pregnancy of the woman, and too often the fathers of 
large families, they show an unfitness for the matrimonial state 
from the beginning. Where by chance they marry an able and 
energetic woman, she excludes them from family management and 
carries the entire burden herself. Where she is not able to carry 
the burden or where she is as disorganized in her own career as the 
man is in his, society has to take over the care of the children. In 
the case of those individuals who come to the courts for non-sup- 
port, good times and hard times make scarcely any difference. 
Often, indeed, a woman will complain and have her husband ar- 
rested for non-support because she wants the money that the town 
gives to the wife of a prisoner. This never occurs in the case ofa 
man who is earnestly and honestly seeking to support his family, 
but who is unfortunate enough to be out of work. 

The term “ unorganized” in respect to sex life does not include 
those individuals who are in jail for sex crimes such as exhibi- 
tionism, homosexuality, rape, and the like. These cases belong toa 
different category and are not being discussed here. 

Very little passion of the organized type is found in these in- 
dividuals. They are never heroes of tense love dramas, of sacrifices 
for a woman’s sake. They are never the “ through fire and water” 
type of lover. An appetite has to be satisfied ; when it has been sat- 
isfied, the object by which it is satisfied, is forgotten. If they do 
not have sentiment, they are also not the victim of sentimentality. 
They never idolize woman or place her on a pedestal. Love stories 
make them laugh. Woman as an occasional playmate appeals to 
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them ; woman as something to work for, to make sacrifices for, and 
to live in anything like social companionship with, has simply no 
meaning at all for them. From one point of view they are stark 
realists. From the point of view of this study, they are unevolved 
individuals. 

(4) The Organization of the Social Life-—Non-gregarious in-) 
dividuals are rare in the jails. I believe them to be more common in 
the state prison, and representing, so far as criminals are con- 
cerned, a dangerous type. In the few instances in which non- 
gregarious personalities appeared in my study, they were psycho- 
pathological and did not belong to this classification of the un- 
organized extrovert. Starting, therefore, with the fact that these 
men have gregarious personalities, what is the extent of organiza- 
tion? Does the social feeling extend merely to the few people who 
are members of the gang or crowd or group whom the individual 
knows or meets? Or does he become a member of large organiza- 
tions, having definite social purposes? 

We may thus contrast gregariousness and sociality as different 
phases of the social life. Gregariousness is the unevolved instinct. 
It is a spontaneous interest in the people one meets without any 
deep concern for them but a great uneasiness when without them. 
It does not penetrate into the social structure. The merely gre- 
garious people do not join organizations. They may go to church 
but they are not true members of the church. They may be used 
by politicians and ward heelers, but they never become active mem- 
bers of the party or become linked up by loyalty with the party. If 
they are members of a trade union, which usually they are not, they 
never enter into class struggle except in a passive way. The gre- 
garious feeling may show itself by some degree of gang life. It 
never becomes deep communal interest. It is very seldom hero- 
worship, nor does it show itself by loyalty to any cause. 

Just as the gregarious people are not necessarily social, so the 
social people are not necessarily gregarious. Men who throb with 
communal feeling, who link themselves up with the welfare of their 
fellow-men, so that their whole lives are organized around some 
cause, some plan for racial betterment, may dislike the individuals 
of the crowd and remain in isolation. 

The unorganization of the men in the jails shows itself especially 
well in the matters of the social life. These men belong to no clubs. 
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They are not joiners. The Knights of Columbus, the Masons, the 
Odd Fellows, the Knights of Pythias, and other groups so berated 
by Messrs. Mencken and Lewis, the Rotarians, the Kiwanians and 
the Lions, know them not. It is very rare to find members of those 
organizations in the jails. It may be, to some extent, that these 
organizations protect their members and have influence which keeps 
them out of jails. If so, the fact has its own significance. 

More important, however, is the fact that these individuals have 
no communal feeling in the sense that they become interested, as I 

tated before, in the social structure. Society is They to them. The 

overnment is entirely alien. The police force is part of a more 
or less hostile structure. The social struggles are not their concern, 
They are vaguely interested in the Wet and Dry battle; they vote 
Republican or Democrat ; but they know nothing whatever or almost 
nothing of the historical background or even the physical back- 
ground of the country. 

They belong to churches. They give religion a lip homage but 
the deeper phases, whether of assent or disbelief, touch them not. 
They are not agnostics, for they would not know the meaning of the 
word. They are not psychologically linked up with a large group. 
They like company; they go out for good times. They meet on 
street corners. When they drink, it is the pass-the-bottle-around- 
in-the-alley type of alcoholism, or a little gang meeting in a pool- 
room and drinking until drunk in a crude and brutal sort of way. 
In the little country towns, they get together on the side of a lake, 
“chew the rag,” and drink until drunk. 

The social movements affect their lives as they affect the lives 
of all, but they pass their career without being aware in the least 
of what has happened. 

(5) The Organization of the Emotions. pl have used the term 
“emotion ” quite loosely to mean the aff manifestations— 
their violence and relevance to whatever situation appears, their con- 
t teadiness. It perhaps is a stretch of the term to include the 
emotional attitude of the > individual toward himself, but certainly 
if anger towards others is an emotion, anger towards oneself is 
somehow related. Without quibbling over terms—self-pity, self- 
hatred, self-blame, self-evaluation have been considered as part of 
the emotional attitude of the individual. The direction of feeling, 
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so it seems to me, is part of its nature, so that the relation of the 
affective attitude toward the self becomes a profound problem. 

The emotional life of these men in the jail is unorganized. They 
are rarely solemn for any length of time and by no means are they 
gay as a prevailing mood. Their_mood is that which suits the 
moment: anger, which quickly blows over; distress and sorrow 
which are short-lived; self-pity, occasional but never prolonged 
as in the case of the neurotic ; self-examination very brief and with- 
out poignant results. “ Tough luck” is their comment on them- 
selves. They are ready enough to acknowledge that they were to 
blame. They are also ready to say they were framed. But there is 
no conviction in their words. There is little deep feeling or per-, 
manency of either attitude. Their emotional life is shallow, although I 
often violent enough for a short period of time. There is no brood- 
ing over the past and no fervent building for the future. 

Resentment against society in the sense of injustice is present 
but not so deep, I believe, as those of us who imagine ourselves in 
their place are apt to think is the case. They have specific resent- 
ments against this or that jailer, this or that fellow-prisoner. They 
are more ready to fight one another than to link up for a common 
cause. There is much rough “ kidding,” teasing, and much mani- 
festation of that humor which is really a playful disguise for fight- 
ing. The monotony of the jails brings about an apathy which is not 
a mask for anything but represents the vacuum into which men 
who have no deep inner resources of feeling easily fall. 

Is the lack of organization of these individuals constitutional im 
the sense that something ab initio has been left out, or is incapabe| 
of full adult development? In other words, is this a hopeless de- 
ficiency to be classed with feeblemindedness, in that it represent 
something fundamentally irremediable, or are these merely in 
dividuals who need especial attention so that their organizing capac 
ity may get working? The building up of our lives into substantial 
purposes which will weather the vagrant urges and lures of the 
present moment is the most difficult task of education and the 
greatest burden imposed on civilized man. The building up of self- © 
consciousness and self-unity is both difficult and dangerous. Cer- 
tainly the most happy people are not those whose lives have become 
solidly organized. They miss too much, and the self-examination 
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into which they are often plunged is the most painful study the 
human being can make. 

It is fashionable at the present time to state that when a man 
fails to do something which he ought to do, he is trying to escape 
from it. One might readily, I suppose, say that these individuals 
are seeking to escape organization and introversion because in- 
stinctively they feel the peril and pain of it. This does not happen 
to be my view and I think the word “ escape ”’ in psychiatric usage 
has become a cliche of shallow import, which properly applies only 
to a few situations. 

On the basis of my own work, I am unable to say whether this 
lack of organization is fundamental or accidental. Probably, like 
most things, it is both; that a degree of greater attention to this 
type of individual, access to organizing influences in early life, 
better types of homes, schools which meet the individual need, 
would at least help some to consolidate their lives. I think the lack 
of introversion, however, is fundamental, that the main direction 

f the interest in life is constitutional. The exact nature and direc- 
ion of interest in this or that outer direction is a matter of the 
circumstances, opportunities and types of social pressure which 
mold us; but the tendency to introversion and to extroversion are 
ough-hewn by the destiny which resides in our germ-plasm and in 
the stuff out of which we are made.* 


* The whole idea that there is an underworld of desire which creates an 
underworld of criminals I owe to the insight of Walter Lippmann who pub- 
lished on it as follows: ‘ Underworld, A Stultified Conscience”; Forum 
85: 65-9, February, 1931; and “ Underworld, Our Secret Servant”; Forum 
85: 1-4, January, 1931. There may have been others who anticipated Lipp- 
mann’s trenchant analysis, but no one has seen the situation with the pene- 
trating unity which he expresses in his article. 

The best total account of crime is contained in the writings of Ploscowe 
in the report of the National Commission on Law Observance and Enforce- 
ment, W. Wickersham, June 26, 1931. The Italian criminolo- 
gists, starting With Lombroso, gave the world the idea of the individual 
delinquent. Their writings have been most stimulating and productive, al- 
though it may be stated that practically every one of their conclusions con- 
cerning the individual delinquent has been proven to be erroneous, Of the 
modern American writers, the Gluecks have contributed factuality. The writ- 
ings of Healey and Bronner have been productive in our understanding of 
the juvenile delinquent, but it must be said that in the last analysis they have 
not shown that their efforts have in any way lessened crime. Of the legal 
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writers on the subject, a group of great Americans, including Pound, Cardoza, 
and Frankfurter have classified and humanized the legal attitude. The re- 
searches of the Massachusetts Commission of Mental Diseases, largely voiced 
by Overholser, are of importance. The more extreme psychiatric position is 
represented in the writings of White, Menninger, and especially the psycho- 
analytic school headed by Alexander. A very accurate and thorough work is 
that of Sutherland. Those who are interested in the history of the attitude 
towards crime will find Hobhouse’s “ Morals in Evolution” a fascinating 
yolume. 
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THE RORSCHACH METHOD AND PERSONALITY 
ORGANIZATION.* 


BALANCE IN PERSONALITY. 


By SAMUEL J. BECK, Pu. D. 
Research Fellow in Psychology, Harvard Medical School. 


In another contribution,* the writer advances the view that the 
personality as a whole is ultimately a consequent of five forces. 
Four of them, described in detail, are psychological processes: form 
perception, organizing energy, affective drive, creative activity. The 
fifth is the environment. The conclusion expressed was “ given a 
knowledge of the quantity in which each of the above processes 
obtains in an individual, and a knowledge of a fifth factor, the 
environment in which the individual has lived, and we have a knowl- 
edge of all the components that have gone into the making of the 
personality in question.” The various traits that have been described 
in the psychological and psychiatric literature are, it was maintained, 
manifestations of the four described psychological processes and 
dependent for their structure upon the quantity of these four within 
the given individual, and the vicissitudes of these processes under 
impact of environmental forces. This individual, the behaving 
personality, the succession of behavior manifestations which we 
recognize as this or that identified person, are the resultant inter- 
action of our four series of psychological events and the environ- 
ment. The personality we see is the balance reached between the 
five stresses. 

These views were arrived at following experiment with the Ror- 
schach test and clinical checks of patients in the Boston Psycho- 
pathic Hospital classifying in the following groups of mental dis- 
order: Schizophrenia, manic-depressive psychosis, neurosis. In 
addition, there were studied, in the hospital, a group of cases 
admitted but found without psychosis. Problem children were 
similarly studied by both the clinical and Rorschach methods in the 
Jewish Board of Guardians, New York City; a like investigation 


*From the Psychology Laboratory of the Boston Psychopathic Hospital. 
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of the feeble-minded was carried on at the New York City Chil- 
dren’s Hospital for the Feeble-Minded; and of inmates in the 
Massachusetts State Prison. Finally Rorschach records were col- 
lected from healthy adults, in various walks of life, but all of very 
superior intellectual level. In absence of clinical material for these 
healthy, questionnaires were obtained for many of them covering 
the Rorschach personality characteristics and so giving that much 
check on the Rorschach findings.* 

It is with balance in personality that the present paper is con- 
cerned. Common observation has long accepted the notion of 
balance in character. Thus the term “a well-balanced” person; 
or the expression “ upset equilibrium.” In the present contribution 
the term “ balance ” has been applied in a more general sense, to 
that stability or regularity of behavior pattern which identifies each 
clinical, or sub-division of the healthy, groups, as such. For 
example, the hyperactivity and flight of ideas of the manic; the 
slow thinking and retarded motor behavior of the depressive; the 
withdrawal from social contact of some schizophrenics ; the persist- 
ing and systematized delusions of the paranoids ; or, in the healthy, 
the “typical” characters; . . . . all of whom may be thought of 
as balances (sic) maintained by the particular ae 
view of personality as a quantitative balance of psychological /proc- 
esses was a direct outgrowth of the Rorschach experiments.) Most 
strikingly, it was observed, for example, that (a) certain’of the 
processes varied inversely as one another, with the amount of the 
variation differing however in different clinical groups; (b) the 
direction of the inverse variation in any one group is always the 
same when compared with any other group used as a point of 
reference. Which is to say that when the balance between certain 
of the processes changed, we have another personality picture. In 
other words it is the different balances that identify the different 
personalities. Of what nature, now, is the evidence? 


* Reports have been published on the findings in the feeble-minded, problem 
children, and manic-depressives. See Bibliography 1, 2, 3, 6. 

+ The concept of imbalance as essence of mental disorder finds expression in 
Adolf Meyer;7 and again in Spaulding 1° who also describes balances in 
behavior more generally. Another general description of the topic, emphasiz- 
ing more the sociological viewpoint is that of Young.'! 
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First, some examples are presented of actual quantities found. 
These will illustrate the balances observed in one group. Similar 
findings are also presented for one member of the group and these 
compared with the average for this group. The interpretation of 
these individual findings will serve incidentally as a partial illustra- 
tion of method in diagnosis which would follow if the theory of 
balance is sound. Now for the findings: 

The Rorschach test ® is, it will be remembered, a technique for 
measuring quantitatively the four processes (as well as others 
included by Rorschach but ignored in the present paper as being 
traits rather than fundamental psychological processes) already 
designated as basic ones. Tentative scoring of 2215 responses given 
by 39 very superior healthy adults yielded mean quantities of each 
of the four processes represented by the following numbers: 


TABLE I. 
MEAN SCORES ON THE RorscHacH TEsT.* 
Form Organizing 
energy Creativity Affectivity 
(F+). (CW). (M). 
75.20 12.69 8.13 7.30 


Two assumptions must now be accepted for the sake of the 
argument. One is that the Rorschach test and present method of 
scoring the responses are valid measures of the processes named. 
Secondly that the individuals to whom the test was administered 
are a representative sample of their group. When now, with these 
assumptions made, we examine the findings for some individual of 
the group, we get: 


TABLE II. 
RorscHACH Scores oF ONE PATIENT. 
Form Organizing 
energy Creativity A ffectivity1 
(F+). (CW). (M). 
errr 68 8 7 9.5 


*The figures in Table I are the averages of the entire group’s scores ob- 
tained on the Rorschach test in, respectively, F+ (sharply perceived forms) ; 
W (whole responses); M (movement responses); C (sum of the color 
responses). Scoring followed Rorschach’s published technique. In Table II 
are shown the actual scores obtained in the corresponding Rorschach categories 
by Patient 42. 
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If we organize the ratios obtaining between the mean quantities 
for the entire group, we have the following: 


TABLE III. 
Ratios BETWEEN AVERAGE Scores OF GROUPS. 
Form Organization Creativity 
(F+) (W) (M) 
(75.2). (12.69). (8.13). 
Organization (W) (12.60)............ 5.9 
Affectivity (C) (7.30) (Cf. Table I).. 10.3 1.74 1.11 


If, now, we organize the finding for any one case in the group, 
as No. 42, for example, we get: 


TABLE IV. 


Ratios BETWEEN Scores OF PATIENT 42.* 


Form Organization Creativity 
(F+) (M) 
(68). (8). (7). 
Organization (W) 8.5 
Affectivity (C) (9.5) (Cf. Table II).. 7.15 84 


* The measures of organizing energy were obtained, following Rorschach, 
from the number of whole responses. That this is an inadequate, and even 
inaccurate measure of this process is definitely indicated from study of its 
appearance in the 2215 responses, and the statistical treatment of it, reported 
in a paper appearing in Am. J. Psychol. July, 1933. Since however the same 
method was used in obtaining all the measures cited, the essential argument, as 
to direction of the ratio, and the comparability of the ratios, is not invalidated. 

t The figures in parentheses will be recognized as those of Tables I and II, 
i.e., the groups average scores and those of Patient No. 42, respectively. In 
the present tables are shown the ratios, or quantitative balances, of these vari- 
ous averages or scores (t.¢., of the figures in parentheses) relative to one 
another. Thus, 5.9 is the ratio of 75.2, the entire group’s F+ average score, 
to 12.69, the group’s average W score. This is to say that, on the average, 
and as measured by the Rorschach test, the score for clearness of form per- 
ception (F+-) should be just about six times the score for organizing energy 
(W). The other figures in Table III are, similarly, the ratios between the 
average scores for the group, and those in Table IV the corresponding ratios 
for the one case under scrutiny. 
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Study of the two tables yields some interesting comparisons. 
Chief probably is that of the change of balance of affectivity in 
Case 42 when measured against the balance obtaining in the others. 
Thus, as compared with the central tendency of his group, the 
process involved in form recognition is only 7.15 times the amount 
of his affectivity, as compared with a ratio of 10.3 for the same 
two processes in the entire group. Put in another way as the 
amount of his affective drive increased, the amount of his accuracy 
of perception decreased. Again, the reciprocal relation of the two 
processes is indicated. Examining the figures further we note also 
a relative decrease in the amount of organization ability, since in 
the subject the amount of accurate form perception is 8.5 times 
that of his organizing energy, whereas for the entire group it is 
only 5.9 as great. The amount of creative ability remains relatively 
about the same, which is not inconsistent with theory, since, pro- 
vided capacity for the creative life exists, emotional experience 
should aid its functioning. That the amount of creativity did not 
increase in the proportion expected, and even decreased somewhat, 
is fully in accordance with clinical findings, since an abnormally 
great increase in emotional drive is found to interfere with creative 
activity. Further study of the relative proportions of the various 
processes, in this particular subject as compared with his group, 
offers further interesting indications as to the equilibrium main- 
tained by his personality. Thus, there is a relatively smaller amount 
of organization ability, which would lead to expectation that the 
abilities otherwise indicated are inadequately coordinated, and the 
personality not functioning as successfully as possible for him. 
Space does not permit further analysis of this or other records, 
nor can the conclusions drawn as to balance of the processes be 
considered ultimately reliable. The instrument used, the Rorschach 
test, and the available forms for scoring and interpreting it, are 
by no means in a condition to make possible a precise measure of 
these psychological processes. No one knows the sources of error 
so well, perhaps, as one who has had a considerable measure of 
experience with it. But for all its short-coming, the technique is 
still an approach to the problems involved and the findings cited 
do seem to have value in indicating mutual interaction of the 
several processes in producing the final personality as a whole. 
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The best bird’s-eye view summarizing the operation of the proc. 
esses in many groups is still Table VIII in Rorschach’s mono. 
graph,° and the following is an extract from the table. Rorschach’ 
numerical findings are, however, not presented here since later 
results have led to necessary alterations in his original figures. But 
the general trends found by him were confirmed, and the quantita- 
tive level of each process is indicated below merely by the descriptive 
terms “ High,” (H) ; “ High-Medium,” (H-M) ; “ Medium-Low,” 
(M-L) ; and Low-Zero” (L-O) ; representing, respectively, ap. 
proximately, the highest, third, second, and lowest quartiles. Where 
the trends are more markedly in the higher or lower directions, the 
H or L is repeated, as H-H; or M-L-L. The table: 


Healthy Form. ti vity. 
Very superior ...... H-H H H 
H H H-M H-M 
H-M H-M M-L M-L 
M-L M-L L-O H-M 

Mentally Deficient 
Higher (debile) .......... M-L-L M-L-L O H 
Lower (imbecile) ........ L-O L-O O H-H 

Mental Disease 
Disorderly schizophrenia .. M-L H-H H H-H ? 
Dementia simplex ........ H-M L-O O O 
Maniic psychosis .......... M-L-L H-M H H-H 
Depressive psychosis ...... H L-O O O 


For Rorschach, the chief value of his table—it included much 
material not above reproduced—was in diagnosis, which is to 
say, the information it yielded when read horizontally. For pur- 
poses of studying the difference in the personality as the amount 

f any of the processes differs, the table is best studied vertically. 

Thus, in the six groups classified only in respect to intelligence 

vel, the amount of form recognition, organization energy, creative 
ability, decrease regularly as mental level decreases. )\A ffectivity, 
however, decreases only to the third group, and it increases in the 
three lower groups even though the other three functions have 
decreased: also affectivity in the three lowest group increases, in 
amount, inversely with level of intelligence, so that at the very 
lowest level it appears in even greater quantity than this process 
does at the highest level of intelligence. In terms of equilibrium, 
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the affective drive, the impulsive behavior which may be described 
as action obeying feeling, greatly outbalances the intellectual proc- 
esses possessed. The counterpoise of intellectual activity, which 
js an activity within the organism, is lacking. In consequence the 
affective energy escapes outwardly. The troublesome feeble- 
minded, well known to all who have had clinical experience with 
this group, and the delinquent of inferior intelligence, is the 
consequence. * 

The equilibrium of the psychological processes in the very 
superior healthy adult is found according to the Rorschach test most 
resembling that of the disordered schizophrenic, a finding long ago 
anticipated in the much quoted line, “ Great wits are sure to mad- 
ness near allied.” Thus in their creative ability both groups are very 
high; the hallucinations and delusions of the schizophrenic are 
essentially creations. Both groups are extremely capable also of 
seing relationships. The important difference is that the schizo- 
phrenic sees relationships that are not there. He does not, in other 
words, see the world as it is. Which is to say, form recognition is 
low in proportion to the other activities. On the other hand, 
affective energy, primitive impulse are high in proportion. The 
balance, as compared with our point of reference, the healthy group 
of superior intelligence, has been disturbed. 

The effect of different balances between the processes in effecting 
different personality pictures is very strikingly brought out in com- 
paring patients in manic psychosis, in depressive psychosis, and 
the feeble-minded together. Selecting these out of Rorschach’s 
scheme, we note: 


Form. Organization. Creativity. A ffectivity 
ree M-L-L H-M H H-H 
Feeble-minded ........ M-L-L M-L-L O H 
Depressive ........... H L-O O O 


The depressive resembles the defective in his inability to see 
more than the immediately presented material ; and in his incapacity 
for creative living. It is in respect to these very processes that the 
manic differs from the defective. The manic resembles the defective 
in his high affective drive and in inaccuracy of form perception. 


*Rorschach does not distinguish between the unstable and the docile feeble- 
minded. The equilibrium here described is referred only to the unstable 
members of the group. 
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The depressive differs from him in these very respects. If we may 
look on these two affective disorders as for practical purposes, 
forms of mentally deficient behavior, we see from our scheme that 
in the manic the equilibrium has been disturbed in the direction of 
too much affect with impairment of form recognition; in the 
depressive, the disturbance is in the direction of proportionally tog 
high form accuracy—too much control—and complete reduction 
to the vanishing point of affectivity that finds purposeful outlet ‘ 
the objective world. As compared with each other, the two affer. 
tively disordered groups are seen to stand at opposite poles ip 
respect to all the processes. The mentally deficient resembles both 
and at the same time differs from each, thus presenting a balance 
of processes which differs from either of these other two groups, 
In effect, his personality as a whole differs. He has the abilities 
of neither and the deficiencies of both: affectively labile without 
the creative ability that so often accompanies emotional drive: 
incapable of seeing things in any larger relationship, and not even 
able to see accurately what he does see. 

One or two other comparisons may be briefly noted: affectivity 
is high in both the superior and in the manic, but higher in the 
manic; at the same time, accuracy of form recognition diminishes 
in the manic, as does organization energy. How this corresponds 
to the clinically observed flight of ideas of the manic, which 
psychologically is a failure to concentrate, is well enough known 
to any one who has observed them. The manic again resembles, in 
the balance maintained by his processes, the disturbed schizophrenic, 
showing a difference chiefly in reduction of organization capacity 
and of form accuracy. But in the main the schematic pictures for 
each as a whole is very similar. The quantities of psychological 
processes are, in other words, similar and issue in similarly appear- 
ing behavior, a fact not inconsistent with the clinical similarity of 
the two groups, and the difficulty, in many cases, of diagnosing 
as between the two. 


PERSONALITY A BALANCE OF PROCESSES. 


The observations as to the course of psychological processes in 
various personalities lead now to another consideration. I have 
said, for example, that in the Rorschach test the schizophren« 
differs from the healthy in the lower capacity for form recognition 
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Accuracy of perception is impaired. These findings may be sum- 
marized the other way about, viz.: Certain processes occur together 
in an individual; the resultant interaction of those processes is 
that individual, as we see him overtly behaving. He is thus the 
product of certain events in nature, 7. ¢., of the physical activity of 
his anatomical, physiological, neural equipment. The position is 
deterministic, tempered, however, by the fact that the environment 
—which is to say, training—is critical in its effect on our exploita- 
tion of such capacities as chance gives us. Thus, it may possibly 
be that the schizophrenic or the manic is mercilessly doomed to be 
one: research on these points is as yet by no means decisive. But 
is the neurotic just as inevitably fated to be neurotic? Such indica- 
tions as we have point to a negative answer. But even if it should 
turn out that certain unfortunates are doomed by reason of their 
original structure, society as a whole has its compensation in those 
chance structural combinations which, in their final manifestations, 
we identify as the “ superior.’”” When very high accuracy of form 
perception, organization, creative living, and affective drive all 
chance to coexist together in the same individual, in certain pro- 
portions, that individual becomes the artist, scientist, or creative 
leader provided the environment has been favorable to such develop- 
ment. It is not merely that he has the capacity so to become. It is 
next to impossible that he should be otherwise. The co-working 
of the several psychological processes in one continuous experience 
issues in the phenomenon that we call the creative life. From this 
itis but a step to say that in other personalities there is either more, 
or less, of the processes and the resulting new equilibrium of the 
processes is the personality of a different kind. In the manic, for 
example there has been an increase in affective drive, a decrease in 
accuracy of perception, as compared with the superior. On the 
contrary, the primary ament is the outcome of a function of entirely 
different quantities of the four processes. The simultaneous 
occurrence of the physical substrata for the four functions, each 
one of which, as far as its quantity in any one individual is con- 
cerned, is an independent variable and its occurrence dependent on 
chance, has been such that the consequence in terms of overt person- 
ality behavior is “ feeble-minded.” In the normal, healthy school- 
child, the equipment is different, the affective drive is more nearly 
counterbalanced by the ability to see the things accurately, to see 
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them in relationship to others, which is to say to have a sense of 
values, and the emotional energy may be consumed in creatiye 
activity, represented by the fantasy life, rather than in outward 
behavior, which often is delinquency. The personality is different: 
that is, the processes are functioning in different quantities rela. 
tively to one another. In normal children, too, the course of the 
various processes differs with development, as Behn-Eschenburg 
has shown ° that in a study of adolescents the fantasy (creative) 
and affective activities both show an increase from the thirteenth 
to the fourteenth years, with both sharply contracting from the 
fourteenth to the fifteenth years of life. But the contraction js 
greater in boys than in girls, and in fact he finds the response 
pattern of girls at this age scarcely distinguishable from that of 
adult women. Problem children referred for personality difficulties 
manifest a much greater contraction of these processes, as was 
indicated in a group studied by myself.? In general they showed 
a rigid adherence to form, with reduction of affectivity, organizing 
energy, and creativity. The balance, in the problem child, as repre. 
sented by this group, is thus in the direction of too great control 
by the form recognition process, at the expense of the other three, 
Certain therapeutic implications necessarily follow from sucha 
finding. 

A probable relationship between affect and form control has then 
appeared from the discussion so far, and especially does a study 
of Rorschach’s scheme bear out this appearance. Beginning with 
his low average group, it will be observed that as amount of affective 
drive increases, the amount of form control decreases. In the feeble- 
minded, disordered schizophrenic, and manic, quantity of affect 
rises while accuracy of form recognition falls. In dementia simplex 
and depressives, as in my own problem children group mentioned 
in the preceding paragraph, it is affect that declines while form 
control rises. Affect and accuracy of perception thus vary inversely 
as each other. The accuracy of this finding is naively indicated in 
an everyday life expression when we speak of a person in a temper 
as one who has “lost his head.’ The converse appears in the 
expression “lost heart.” One loses heart when the perception of 
danger, or other action-discouraging eventuality has become 9 
pervasive in the individual that the affective drive needed for 
carrying on the action is greatly reduced. Put in another way, 
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affectivity decreases as form recognition (the form of the threaten- 
ing or discouraging agency) increases. What regular relations may 
obtain between all the other processes—with the cause and effect 
implications—can for the present not be unequivocally stated from 
Rorschach’s material, but certain regular fluctuations are certainly 
indicated. Statistical treatment of response records I have gathered 
is in process and may answer this question. 


CRITICISM OF THE ExtTrA-INTROVERT HYPOTHESIS. 


The observations as to the reciprocal appearance of affect and 
form is of some importance to the introvert-extravert hypothesis 
of personality. For it would mean that in predicting the probable 
behavior of a given individual a measure of the relative amounts 
of form perception and of affectivity is of more value to an under- 
standing of the psychological set-up than the measure of the relative 
amounts of “‘extraversion ” and “ introversion.” The extra-intro- 
vert hypothesis has in fact left the psychological world generally 
unsatisfied. This in spite of the fact that there is good evidence 
supporting it, since it seems fairly certain that personalities do 
classify as those that are more extra- than introvert and those that 
are more intro- than extravert. Why then the comparative failure 
of the hypothesis? Two reasons present themselves. First, let us 
consider a member of our very superior group, and let us select 
as an example, a highly creative but very temperamental artist, to 
be specific, the poet Byron. On the one hand we have the dashing 
man of the world; in school-days a leader in mischief; a cricket 
player, in spite of a lame leg; one who could play the buffoon in 
carousals ; always a passionate friend. Was he an extravert? We 
have on the other hand, the dreamer, the lover of nature and of 
knowledge, the creator of the “ Prisoner of Chillon,” of “ Man- 
fred,” of “ Cain.” Was he an introvert? And when we remember 
him as one who was not only ready to, but actually did sacrifice 
ease, wealth, and finally his life in the cause of popular freedom, 
we are describing him in terms carrying elements some of which 
are introvert and some extravert. The answer will be that he was 
ambivert, which is an ambiguous word. In telling us that the indi- 
vidual may go either way, it does not tell us which way he will go. 
It does not predict. Yet the two terms of the hypothesis presumably 
named groups of traits which cohered together in stable patterns, 
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that is, the labels should predict. But that is just what they do not 
do. The poet Byron is an illustration, but we see it also constantly 
in life, and regularly in psychopathological material. Apparently 
polar opposite behavior trends may coexist, as kindness and cruelty, 
intellectual brilliance and stupidity, sympathy and indifference, as 
well as a host of other dichotomies, all within the same individual, 
Psychopathology of recent years has been reaping a rich harvest 
of evidence on these conflicting trends in human nature. To reiter- 
ate: the patterns described as “ intro-”’ “ extravert ” are not stable; 
the components of either one combine with those of the other ; they 
are transposable. The explanation may be—if our four-process 
hypothesis is correct—that the traits subsumed under the two 
expressions are not ultimate processes but themselves composed of 
underlying processes, all of which may, and do, occur in extra- as 
well as in introvert behavior. The expressions, in other words, 
designate traits, direction of preponderant behavior. They do not 
tell us the psychological make-up of the individual. 

The second weakness of the hypothesis is that it attempts to 
delineate personality as a segment in a single, linear dimension. And 
it is the thesis of this paper that personality cannot so be delineated. 
Any description so made leaves out much that is of the essence of 
the personality as we actually know it. It gives us a static picture, 
a section of a straight line. But the human personality has more 
than one dimension. To the extent that our four-process hypothesis 
is valid it is not a straight line but more nearly a tetrahedron of 
forces. 

It is of some interest that for all his grasp on the subject of 
personality Rorschach should have accepted the extra- introvert 
hypothesis, and consider the relation between the “ introversive” 
or creative living and the “extratensive” or affective drive the 
principal diagnostic sign in his test. Undoubtedly we trace here 
the influence of Jung, under whose personal influence he may well 
have come, since Rorschach lived in Ztirich and the year of his 
death, 1922, suggests that the years of his productivity followed 
closely on those in which Jung produced some of his important 
work. 

Summing up then, the criticism of the “extra-” “ introvert” 
hypothesis, and referring it to Gardner Murphy’s problem ® as to 
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whether there are stable patterns of personality: Murphy’s question 
seems deserving of an affirmative answer. In life generally we know 
about what to expect of people, and speak of them as such and 
such personalities, which is a predictive term and implies stability 
of pattern. But the terms “ extra-” “ introvert ” are not the descrip- 
tions of these stable patterns. The stable patterns are manifestations 
of balance between quantities of more fundamental psychological 
processes. Of course, when we speak of “ quantity ” we must 
remember that logically quantity is infinitely divisible, and so, 
logically we may get any quantity of each of the four processes in 
combination with any quantity of the other. And in fact that is 
what we have. The infinitely fine gradation in character between 
personality and personality is evidence of it. But for purposes of 
scientific classification, this possibility of infinite combinations is 
no serious difficulty. In actual experience, and for purposes of 
social concern, differences in quantity do not become differences in 
quality until they have passed certain thresholds. Many a person 
is “queer” but never becomes schizophrenic; and many a one is 
“unstable” without ever becoming a manic. Similarly in respect to 
all individuals in the community and their proximity to certain 
clinical groups. So long as they maintain certain equilibria, which 
is to say so long as their personalities issue in certain behavior 
forms, they maintain themselves within the community. Certain 
equilibria, however, are behavior patterns which cannot cope with 
the obstacles opposing satisfaction of the major biological needs. 
Such equilibria, or such personalities, have been observed and 
classified, and the number of the groups is finite and small. The 
number of personality patterns within the healthy group, that is 
to say the number of stable equilibria within the healthy group, is 
similarly small. There are, in a word, limited numbers of stable 
personality patterns recognizable in human society, the observed 
groups. And though the precise quantity of any of the psycho- 
logical processes within any individual in any of the groups may 
vary from that of any other individual in that group, it is not until 
the variation has passed a certain threshold, resulting in a changed 
equilibrium, that we classify him in another group. The number of 
possible combinations or balances may be infinite, but the number 
of thresholds with which society is concerned is definite. 
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MEDICAL CLINICAL CLERKSHIPS AND 
PSYCHIATRY.* 


By GEORGE EATON DANIELS, M.D., 
Clinical Professor of Psychiatry, Columbia University, New York. 


The growing rapprochement between general medicine and psy- 
chiatry makes it important to recognize a common meeting ground 
which facilitates the diffusion of specialized knowledge. This is 
especially valuable if it allows synthesis to go through the medium 
of individuals who come freshly to both approaches. Such a situa- 
tion exists with students acting as clinical clerks on medical wards. 
They are full of knowledge of their cases from the latest medical, 
physical diagnostic, and laboratory procedures. Many of these 
cases, however, can be understood only after a careful review of 
the emotional factors giving rise to the clinical picture has been 
made. By furnishing the student with this additional material 
in the medical setting, his psychiatric knowledge becomes truly a 
part of his medical approach. Psychiatry taught merely as a 
specialty tends to foster its isolation. 

Not only is any specialty in danger of being out of touch with 
the main stream of medical progress, but psychiatry more than 
any other branch of medicine, because of her traditional aloofness, 
or should we say earlier banishment to an institutional existence. 
The last 50 years have brought startling changes. Psychiatry now 
finds herself a member of the community, both in a medical and 
social sense, and holds an important place on the curriculum of 
the best medical schools. Why is it that she feels a little strange 
and is looked upon a little askance? I believe the explanation lies 
not so much in the former physical isolation as in what this was 
a symbol of—the traditional separation of mind from body. I can 
simply mention three phases of the tradition: its primitive and 
bizarre form in theories of demonic possession; its subtler but 
sterile manifestation in the hypothesis of psycho-physical parallel- 
ism, and the modern medical counterpart in separation of diseases 
into functional and organic. 


*Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 
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There is growing dissatisfaction with these lines that never meet. 
In this country it has long been voiced for psychiatry by Adolf 
Meyer,! and more recently for medicine by George Draper.? The 
hiatus still represents a major problem of contemporary thought, 
particularly of medical thought, and therefore of medical education, 

Modern medicine has been disillusioned as to the adequacy of 
knowledge of isolated organs or refinements of laboratory technique 
in giving the final answer to the riddle of disease. The first step 
in reassembling was to replace the head on the body. This was 
followed by the addition of the endocrine system, but still some- 
thing was missing to give the whole life. Though it has been sensed 
that the patient should be allowed emotions and instincts in addi- 
tion to the machinery for their expression, there has been reluc- 
tance outside of psychiatry to accept this as a legitimate field of 
investigation. It is formulated by pointing to the methods of the 
general practitioner and common sense rather than by placing it 
on an adequate scientific basis. 

Psychiatry, during its isolation, but particularly since the advent 
of psychoanalysis as an instrument of investigation, has accumulated 
a mass of data which, for the most part, has remained locked to 
general medicine. She is in a position to furnish the scientific basis 
for this picture from the psychological angle if she can succeed in 
interpreting parts of her data in a way understandable to the medi- 
cal man. This must be superimposed on the medical picture. The 
two together make what Dr. Felix Deutsch* has aptly termed “ the 
stereoscopic view of disease” formed by looking simultaneously at 
the biological and psychological pictures. It is only in this way that 
the ancient myth of mind separate from body can be dissipated, and 
joint research make real progress. 

This has a practical as well as theoretical interest for the prac- 
titioner. In a recent article by Ebaugh,* in which he reports a 
survey of medical schools, professors of medicine variously esti- 
mated the psychiatric problems in medical practice as ranging from 
2 per cent to 75 per cent, with a mean of 35 per cent. Moersch,} in 
summing up a careful analysis of material at the Mayo Clinic, 
estimates that 40 per cent of the average clinical material presents 
psychiatric problems. Every psychiatrist has had the experience 
of seeing cases that have passed through the hands of numerous 
doctors and never been properly diagnosed ; not because they were 
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so complicated, but because the patients had never been given a 
chance to tell their complete story or been asked a few simple ques- 
tions. It is not merely a matter of diagnosis, for the major part 
of these cases are carried for treatment. The ability, in case of 
necessity, to determine the presence of outstanding emotional con- 
flicts should be included in every physician’s training, and can be 
best accomplished by harnessing the student’s psychiatric to his 
general medical experience. 

I should like to present the following teaching method which has 
been in operation for the last three years at the College of Physi- 
cians and Surgeons, Columbia University, as a contribution to the 
need which I have outlined. The idea is not original with me, 
although I have had the opportunity of working out the details 
of the plan. The first suggestion was made by the late Thomas W. 
Salmon, then Professor of Psychiatry at Columbia. His untimely 
death prevented its introduction. A later cordial invitation from the 
Department of Medicine led to its final establishment. 

The exercise takes the form of a psychiatric conference with 
clinical clerks serving on the medical divisions of the Presbyterian 
Hospital during their third year. There are five to seven students 
in each group who are met twice for a two hour period at the 
beginning and end of their seven weeks clerkship. This distribu- 
tion allows a review of the maximum number of patients, with re- 
checking on the first cases presented. 

Though the exercise corresponds to a ward round, a conference 
room is generally substituted for the open ward. The reasons for 
this are obvious. Patients are loathe to have emotional problems 
aired in such a public atmosphere, and demonstration would be un- 
satisfactory. Exceptions are made when a condition can be simply 
observed without embarrassment to the patient, as in a case of 
delirium, or where a cursory greeting or questions regarding the 
general medical problem are sufficient to illustrate the clinical pic- 
ture. A complete roster is first made of available psychiatric ma- 
terial by asking each student to report such cases from among 
those that he is working up for his credit in medicine. Suitable 
patients are brought into the conference room. It is not always 
necessary to bring in a case under discussion because the group of 
students has already become familiar with the patients from their 
general ward rounds. Not all presentations can be discussed because 
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of lack of time. One or two patients are usually selected from the 
five or six problems presented. 

The student is given the following four categories from which to 
select cases : 

1. Psychiatric findings in the past or present history remote 
from the main medical problem. This would embrace history of 
previous mental illness, present incidental findings related to person- 
ality deviations, or an existing neurosis. The situation is analogous 
to the history of sore throat and the finding of bad tonsils in a 
case of dislocated shoulder. The condition would be described and 
indicated treatment recommended in such a case, and a psychiatric 
finding should have the same consideration. 

This group represented Io per cent of the 221 cases reported by 
students. 

2. Functional nervous conditions. 

Cases admitted as diagnostic problems of internal medicine which 
prove to be pure neuroses without positive physical findings. Ex- 
ample—an anxiety neurosis with cardiac symptomatology. 10 
per cent of cases reported. 

3. Organic conditions complicated by neurosis. 

In this group there are two subdivisions which are often difficult 
to separate: (a) cases in which there is a strong presumption that 
the organic condition has been caused by an underlying neurosis, 
(b) primary organic pictures which have brought about an emo- 
tional regression and subsequent neurosis. This was the largest 
group of cases reported, representing 70 per cent. 

4. Miscellaneous problems with psychiatric import. 

Cases not primarily neurotic, whose handling calls for psychiatric 
insight. Examples: reduction of emotional tension in threatened 
cerebral hemorrhage, problem of what to tell the patient with a bad 
prognosis, accidental discovery of a positive Wassermann in one of 
a married couple. 8 per cent of reported cases. 

The 25 medical clinical clerks who take medicine in the first 
term are handicapped as far as their psychiatric experience goes, 
by not having had their required practical work in this subject. 
The difference in attitude manifested by this group, as compared 
with others who have had this opportunity, is noteworthy, anda 
good argument for special training in psychiatry. A student who 
had come in as a visitor during one of these early sessions, and later 
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attended the conference during his medical work, made a somewhat 
exaggerated comparison, but containing considerable truth. The 
feeling of the first group he described as a desire to “ kick the 
patient in the pants because he was a neurotic,” in contrast to 
the later apparent genuine interest and the increased understanding 
shown. This sympathetic attitude, however, gained within the 
atmosphere of the specialty itself, is in danger of being submerged 
by the influences which are encountered in the purely medical en- 
vironment. An opportunity to recheck their psychiatric knowledge 
at this time is, I believe, a real factor in making it more generally 
useful and often saving it from total atrophy. 

The most important reason why the student is likely to cast 
aside his previously acquired psychiatric training is his tendency 
to identify himself with the medical teachers whom he admires, 
and to take their psychiatric attitude as a model. We find the 
opinion that the psychiatrist is still the alienist and should be sum- 
moned only for the most severely mentally unbalanced, or criticism 
of the psychiatrist’s inadequate knowledge of physical disease which 
fortunately, increased contact with it, is making of dwindling im- 
portance. There is also the man who believes in taking a harsh 
bearing toward the patient rooted in his own anxiety. These factors, 
however, though important, are individual and not to be compared 
with the block in thinking produced by the habit of drawing a sharp 
line between functional and physical disease, already referred to. 
As long as it remains necessary to think in terms of one or the 
other, there can be no real progress in developing a type of mind 
capable of dealing with both. The psychiatrist’s presence alone in 
a medical setting reassures the student of the compatibility of the 
two subjects; his serious attitude toward the joint problem is a 
sign that one is not required by the medical department to scrap 
his previous knowledge of psychiatry, but encouraged to apply it. 

In order to bring out more sharply the factors already indicated, 
two topics are systematically covered in the conferences—usually 
one in each conference. This, when possible, is done with an actual 
case as a point of departure, or by the quiz method, which is more 
satisfactory than a purely didactic presentation. The first groups 
itself about the methods of approach, examination and diagnosis. 
The second about the question of treatment. It will be borne in 
mind that the majority of the students have already had practical 
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work in psychiatry, and the subject is not entirely new, but is 
simply approached from a different angle. I should like to sketch 
briefly the substance of these discussions. 

The student throughout the examination should remain sensitive 
to the personality of the patient and emotional factors which may 
be at play. In his first inspection of the case he should not only 
note unusual flushing, evidence of pain, attitude, etc., but this should 
also include an impression of the mood as reflected in the facial 
expression and attitude. With further contact with the case during 
the history taking, he should, along with the actual factual material, 
be gaining an impression of the personality of the patient, and 
deciding whether anything in his manner of delivery would indicate 
him to be good soil for a neurosis. While arriving at a diagnosis, 
as the clinical picture unfolds, he should not only have in mind 
well recognized medical or surgical pictures, but in so far as his 
knowledge allows, well recognized psychiatric pictures as well. One 
of the pernicious intellectual habits which has grown up is that of 
making a psychiatric diagnosis by first excluding all physical dis- 
ease. A case once labeled is apt to remain rigidly in one or the other 
category. Through the accumulating understanding made possible 
by the combined approach, not only is the method of exclusion un- 
necessary, but the case is seen in entirely different perspective. 
If the diagnosis is still in doubt, or the material already points to 
its importance, the background is examined for emotional conflicts. 
In other words, when indicated, the student is equipped to take the 
preliminary steps of a psychiatric examination. 

The problem of treatment presents a number of interesting ques- 
tions from the medical angle. I believe that much remains to be 
done in reinterpreting the interplay between physician and patient, 
as understood through the transference situation. This research is 
especially indicated in relation to the use of drugs, either for pur- 
poses of suggestion, or when medically indicated. The latter may 
call for accompanying graded doses of insight. This combined 
therapeutic approach should not have as its aim indiscriminate 
psychotherapy, but furnish the physician with knowledge of what he 
is doing, as far as he goes, how far he should go, and when he 
needs to call for assistance. 

A number of prevailing misunderstandings of proper psycho- 
therapy come up for review. The first is the discharging of a neu- 
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rotic patient after a negative physical examination with the state- 
ment that nothing is wrong. The patient has too strong subjective 
evidence to the contrary, and loses confidence in the physician. The 
second is the common fallacy that to preach to the patient, urge 
him to pull himself together, and give him the proverbial “ kick in 
the pants,” can have any lasting results. The third is to handle a 
functional condition as though it were a serious organic one, at 
the same time entirely neglecting the neurosis. This may be through 
ignorance of the condition presented, but is often done with the 
mistaken idea that it is indicated for its suggestive effect. The 
result which such an attitude may have in fixing the patient in 
his symptoms by adding professional sanction to his invalid grati- 
fications and playing into the hands of the deeper unconscious phan- 
tasies is something often lost sight of in the face of temporary 
improvement. 

Without some agent to promote activity, the student’s experience, 
gained in medicine and psychiatry, is likely to lie side by side as 
two mutually inert substances within the same container. They 
may be capable of activity in the field in which they were created, 
but this activity is slight or non-existent when contact is made with 
the other field. Suppose optimum conditions within the mixture 
present and introduce the right agent, a catalyzer, heat, a spark, 
depending on the substances, and a reaction takes place forming a 
new compound. I should like to compare the exercise which I have 
described as such an agent, capable of setting in motion an inter- 
action whose final product is a point of view capable of reacting 
in either field, and sensitive to quantities of both when they are 
both present. This interaction has power behind it which simple 
piling up of experience along parallel lines cannot accomplish. 
Such a process, I believe, to be the foundation of which the mind- 
body problem can be finally solved, a fusion of the two. 

A number of interesting bi-products of the foregoing have come 
to light in the three years since its inauguration. At Columbia, the 
clinical clerks take the medical histories, which then become a part 
of the permanent record. The presence of the conference acts as a 
reminder and sensitizer which bears fruit in the rounding out of 
these general histories, and in many cases the taking of rather 
good psychiatric histories on the purely neurotic cases. Though 
they have not had the experience of the house staff ; due to the close 
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relationship of the student to his case, and the greater amount of 
time which he has to spend, he often knows it more intimately, 
Added to this, in most instances, he has had more psychiatric train- 
ing than his immediate superiors. In this way the psychiatric ma- 
terial which the student elicits filters up through the house staff 
to the attending physicians, leading to a greater sensitization to the 
psychiatric problems on the service as a whole. 

The conference furthermore furnishes a more complete review 
of the psychiatric material then on the. ward, presented by those 
who are closest to the cases. In this way an emotional complication 
can be sooner brought to the psychiatrist’s attention than would be 
possible through the ordinary consultation routes. If the attending 
physician has signified his willingness, a note can be put on the 
chart calling the attention to the psychiatric situation. In this way 
psychiatric study and treatment can be inaugurated while the rest 
of the medical examination is in progress, thus saving time, making 
the case earlier available for psychiatric attention, or making it 
possible to give this in cases that otherwise would not have been 
recognized and have been discharged without a complete work up. 
The conference itself can be utilized for both making a consultation 
and giving a teaching demonstration in other suitable cases. 

At the College of Physicians and Surgeons, because of a special 
period of practical work in psychiatry, the students are not asked 
to take complete psychiatric histories on the obviously psychiatric 
», cases on the medical wards. If, however, there were a dearth of 
‘Such material, they would lend themselves to complete student 
work-ups for psychiatric teaching. The appended chart will give 
an idea of the variety encountered. It is, of course, advisable in 
as far as is practical, for the psychiatrist to follow these cases; if 
for no other reason than that the student does not get the impression 
that the conference is simply an academic exercise, and has no prac- 
tical importance for the cases involved. Such following, of course, 
depends on the desire of the medical staff. 

Finally, the method outlined lends itself to application on other 
services which profit by combining the psychiatric review of cases 
with their own point of view. This is particularly true in surgery, 
gynecology and pediatrics where economy of time, richness of 
material and profitable exchange of viewpoint can be obtained 
through the employment of this medium of teaching. 
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CHART OF CASES. 


NUMBER OF STUDENT CASES REPORTED, 221. 


Per cent 
Group 1. Incidental psychiatric findings................eeeeeeeeees 10 
Group 2. Functional nervous conditions...............eeeeeeeeees 10 
Group 3. Combined organic and psychiatric conditions............ 70 
Group 4. Miscellaneous emotional problems.................e0000. 8 
DISTRIBUTION OF CASES. 
Organic brain disease........... tz Miscellaneous G. I............0. 20 
1 Pernicious anemia ............. 9 
3 Exogenous poisons ............. 3 
Miscellaneous neurological ..... 12 
42 Additional medical and surgical.. 3 


SUMMARY. 


The danger of isolation which affects every specialty is accentu- 
ated in psychiatry by philosophical and medical tradition. This con- 
tinues to have a pernicious influence on clinical medicine and 
research. 

A strategic mode of attacking the problem is through the medical 
student. By bringing about a fusion of medical and psychiatric 
approaches in the formative period, the value is increased beyond 
the simple sum of the two. The ideal place for this fusion to take 
place is the medical ward. 

The basis for this paper is such a teaching experiment carried 
on at Columbia during the last three years. Regular conferences 
have been held with medical clinical clerks for the purpose of re- 
viewing the psychiatric aspects of their routine medical cases. 

Not only is the individual student benefited, but the exercise 
affords a means of combining teaching and clinical duties. A 
tendency for psychiatric information to diffuse through the rest 
of the service is noted, and opportunities for cooperation multiplied. 

35 
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THE EXPERIENTIAL ASPECTS OF 
DEMENTIA PRAECOX. 


By ANTON T. BOISEN, 


Research Associate, the Illinois Psychopathic Institute and the Chicago 
Theological Seminary; Chaplain in the Elgin CIIll.) State Hospital; 
Recently Chaplain in the Worcester (Mass.) State Hospital. 


INTRODUCTION. 


Whatever the physical factors which may or may not be involved 
in dementia praecox that malady is to the sufferer concerned prima- 
rily an experience. Only in exceptional cases does he worry about 
his physical health and the chances are that he may live on for years” 
within the four walls of some institution apparently in good physical 
health. Wherever the case is not characterized by apathy or by light- 
minded yielding to unacceptable primitive cravings the sufferer is 
apt to be concerned about the problems of life and death. Some 
great catastrophe is impending in which he himself is to have .an 
important role. He is dead or about to die. He is in the process 
of being re-born or made anew. He is really another person from 
what he seemed to be. He has lived before this life in previous 
incarnations. He is a much more important person than he had 
ever dreamed and great issues are dependent or have been 
dependent upon him. Hostile forces are seeking to bring about 
his downfall and defeat the group whose representative he is. Such 
ideas are found in case after case. The disorder seems to be one 
of belief and attitude, of emotion and volition. It has to do with 
the organization of the individual’s experience, with his philosophy 
of life, if that term can be used to include not merely the consciously 
formulated but those tendencies and attitudes and intuitions which 
are not yet clearly conscious and the relationship between the inner 
and the outer world denoted by the German term “ Weltan- 
schauung.” 

This study is concerned with the experiential aspects of demen- 
tia precox. It has proceeded from the hypothesis that dementia 
precox has to do with the urge for self-realization and that it 
consists of two chief types. In the one we see the end results of 
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certain malignant character tendencies. The urge for self-realiza. 
tion has either become short-circuited as a result of the closing of 
the configurations on a level which leaves the individual isolated 
from his fellows and shut off from his own objectives, ag jp 
excessive masturbation or erotic phantasy; or else it is distorted 
as a result of trying to save one’s self-respect by such devices ag 
fault-finding, dwelling on one’s grievances, and the like. In the 
second we have generally the awareness of personal failure and 
inability to face the inner bar of judgment as determined by the 
person or group according to whose standards one judges himself, 
As a result of such an awareness of personal failure the terrified 
individual becomes preoccupied with a narrow circle of ideas, he 
loses sleep and then he passes into an abnormal condition, sug- 
gestive of trance or hypnosis in which the conscious self is plunged 
into a lower level of the mental life and finds itself surrounded by 
elemental and archaic thought forms. The sufferer thus finds him- 
self in a strange new world in which previous experience and 
accepted standards of value do not apply. Such an emotional dis- 
turbance is, however, not necessarily an evil. Like fever or inflam- 
mation in the physical organism it may represent an attempt at 
cure. In the words of Dr. Harry Stack Sullivan it is an attempt 
by regression to the lower levels of mental life to synthesize certain 
hitherto unassimilated masses of life experience. It thus represents 
a deliquescence of the old sets and attitudes which makes possible 
new formations and is closely related to certain types of religious 
experience. It is essentially purposive and among the acutely dis- 
turbed we find the largest proportion of true recoveries. We may 
even find among them individuals whose lives have been distinctly 
changed for the better. 

Three preliminary reports setting forth this interpretation on 
the basis of earlier findings have already appeared.* The purpose 
of the present paper is to carry forward the inquiry on the basis 
of a larger number of cases and a more detailed examination of 
the inner meaning of the schizophrenic experience with particular 
reference to the religious manifestations and their implications. 


*In the AMERICAN JOURNAL or Psycuratry for April, 1926, in the Journal 
of Sociology for January, 1928, and in Religious Education for March, 1928, 
A supplementary paper on “ The Problem of Values in the Light of Psycho- 
pathology ” appeared in the Journal of Sociology for September, 1932. 
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MetTHOop oF ATTACK. 


This study has grown out of the intensive consideration of a 
number of individual cases. From these have come the leads or 
hypotheses which I have sought to verify in other cases. It has 
been my good fortune to be associated from the beginning with the 
Neuro-endocrine Research in dementia precox which for the past 
six years has been in process at the Worcester State Hospital under 
the direction of Dr. R. G. Hoskins, Director of the Memorial 
Foundation for Neuro-endocrine Research. The 176 cases used in 
this study have been taken so far as possible serially from the 
research group, the exceptions being certain cases for which the 
data were inadequate. The selections have therefore been made by 
the physicians responsible for the neuro-endocrine project and the 
danger of a selective bias on my own part has thus been avoided. 
There has been the further advantage that it has thus been possible 
to study from the experiential angle cases which have been exhaus- 
tively studied from the physiological standpoint and to take advan- 
tage of the close observations of behavior and ideation which have 
been made on the research cases. 

In accordance with the plan adopted by those in charge of the 
Neuro-endocrine Research the majority of the patients chosen for 
study have been males of less than 40 years in age whose cases 
have been uncomplicated by gross organic pathology. The age 
groupings show nine cases under 21 years, 76 between 21 and 30, 
62 between 31 and 40, and 29 of more than 40 years. 

Many of these cases have been in the hospital for a considerable 
time. Of the 176 cases, 22 had in 1931 been in the hospital less 
than one year, 24 from one to two years, 26 from two to three 
years, 45 from three to five years, 41 from six to 10 years, and 
18 for more than 10 years. More than one-third of the cases 
chosen for study and experimental therapy have therefore been 
in the hospital for six years or more. The series is thus heavily 
weighted with cases of the chronic type and is not representative of 
the cases encountered on the admission service. This is partly to 
be explained by the fact that the acutely disturbed patient, who 
commonly has the best chance to get well, is not easily handled 
under research conditions. For this reason the number of cases 
of social recovery in the research group is comparatively small. 
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This group of patients has been given most intensive study and 
treatment. They have been placed on special wards with a care. 
fully selected staff of nurses and attendants. They have been given 
carefully controlled gland medication over a long period of time. 
They have also been given special medical and psychiatric therapy, 
Everything possible has been done to strengthen the morale of the 
group and to deal constructively with the personal problems. Not 
merely have conferences been held at regular intervals with indj- 
vidual patients but there have also been group conferences for 
selected patients and a system of classification has been worked 
out and carefully explained and at frequent intervals the names 
and ratings of the patients are posted. The effort has been con- 
stantly to stimulate the pride, to foster the self-respect, to provide 
incentives, and to give recognition to each forward step. And these 
efforts have in some cases been continued for more than four years, 


THE SCHIZOPHRENIC EXPERIENCE. 


The following illustrative case may serve as a base-line for this 
examination of the inner meaning of the schizophrenic experience: 


Albert W., a migrant laborer of 30 years with seventh grade education, and 
fair intelligence was brought to the hospital in an acutely disturbed condition, 

According to the story obtained from the patient himself and according 
to the records of the State Division of Child Guardianship he had had about 
all the handicaps that a boy could possibly have in the matter of heredity 
and early influences. Both his parents and his paternal grandfather had 
been intemperate. The parents in fact had been sufficiently alcoholic to be 
committed to state institutions, and beginning with his fourth year he had 
been a state ward. In this role he was very troublesome. He was persistently 
dishonest, disobedient, untruthful, and quarrelsome. He was likewise a poor 
student. After being shunted around from one foster home to another, all 
the time unhappy and friendless, he was committed as a delinquent child 
to a reform school. Here he remained two years. After leaving the reform 
school he drifted around from one job to another and finally became a migrant 
laborer. As such he wandered all over the country, doing a great variety of 
work and at times making good wages. He thus worked 7 months as elec- 
trician in Ford’s Detroit factory and 4 months as auto-mechanic in the 
Cadillac factory. His best pay was earned as strike breaker. His earnings he 
spent freely. Gambling and women accounted for a good portion of them. 
And a good bit of the time he was out of work. 

According to his own story he had begun the practice of masturbation at 
the age of 14 and had worried a good deal about it. At 15 he had his first 
heterosexual experience. At the reform school he had run into homosexual 
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practices which the boys called “ pumpkin-scraping.” He admits definite 
homosexual tendencies. He speaks of his morals as having reached “the 
X Y level,” and of “associating with women whose morals were no better.” 
Three or four years before admission he had a serious love affair with the 
sister of his brother-in-law. The termination of this affair left him deeply 
depressed. 

Heredity and environmental influences could hardly have been much 
worse. And yet we find in this boy a certain fine social sensitivity. At a 
staff meeting he spoke of himself as always having had an “ apostogalia.” 
Asked what he meant, he explained that it was a word which he had himself 
coined from the Greek to mean “ following an ideal.” It was brought out at 
this staff meeting that for six years preceding admission he had been devoting 
himself to solid reading and serious thinking worthy of a college-bred philoso- 
pher. This idealistic tendency had showed itself in his unhappy boyhood in 
an idealization of his worthless parents. It had received its special impetus 
in the influence of the radicals and the I. W. W.’s on the road. Stimulated 
by their discussions he had begun to frequent the libraries. According to his 
own account of it, whenever he came to a new town the first thing he looked 
for was a lodging place and the second a library. He states that he spent 
on the average some two to three hours a day in those libraries, reading not 
fiction but philosophy and psychology and sociology and theology and poetry. 
And he seems really to have assimilated much of that reading. 

Two months before his admission he began to feel that something strange 
was going on and he went to the police to straighten things out. He told 
them of his court record and asked them to investigate the charges which 
were being made against him. They obligingly took him into custody but 
finding no basis for his suspicion they dismissed him. He continued his 
wanderings, becoming more and more disturbed until he felt himself “ in 
possession of a power that he didn’t have before.” He then began to have a 
“flood of mental pictures as though an album were unfolding itself.” He next 
became terror stricken. He had a vision of a dark woman who seemed to be 
supernatural. She came and hovered over him and announced that it was 
time for him to follow her. He became overwhelmed with fear of the 
unknown. He thought he was going to die. Then he saw things in a new 
light. The trees took on a different appearance and it came to him that the 
“dawn of creation” was come. Communications came to him “from out of 
the ether” which impressed with the feeling that there was a “great I and 
You contest” going on. It also came to him that he had lived before this 
life. At one time he had been Jonah. He had also been St. Augustine. And 
he had been Christ. During his severe disturbance he thought of himself at 
times as roaming all around the Universe. But he was particularly concerned 
with this solar system. The sun meant to him Paradise. It was associated 
with the idea of God. The moon was also inhabited, and the “moon men 
were in cahoots with the men of this world. Each individual in the world 
had a prototype in the moon and if anyone on the earth is in a hard fix, 
he is welcomed to the moon but a moon man must take his place here.” 
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At the hospital, after the emotional disturbance passed, he made a good 
adjustment. He was given parole and he showed himself co-operative and 
dependable. He had a delightful sense of humor and a gift for expressing 
himself in clear and picturesque language. The disturbance was to him at 
this time a religious experience, something which had given him new life 
and hope. 

The final outcome was not however a happy one. Shortly after discovering 
him and beginning intensive therapy it became necessary for me to be absent 
for three months. On my return he was found disturbed and antagonistic, 
He had run away from the hospital to New York City and there he had 
suffered another upset from which he has not emerged but has remained 
suspicious and gloomy and inaccessible. 


This case is thoroughly representative of the acutely disturbed 
type in which the outcome is most apt to be favorable, and it may 
serve as the starting point for a consideration of the causes and of 
the significance of such disturbances. 


CAUSATIVE FACTORS. 


Heredity—We may notice first of all that Albert’s heredity is 
extremely bad. But that is by no means true of the group asa 
whole. Out of 159 cases on which information was available there 
was evidence of psychopathic inheritance in 46, that is, in 29 per 
cent. Of these 18 had parents who were mentally ill, seven had 
psychotic siblings, and in 21 cases it was the more remote relatives. 
In 11 cases there was an alcoholic father. Albert’s case was the only 
one in which both parents were alcoholic. In 101 cases the record 
was negative for nervous and mental disorder. It would be too 
much to assume that the absence of any mention of neurotic rela- 
tives meant freedom from psychopathic taint, but it does seem safe 
te say that while the group as a whole has more than its share of 
bad inheritance, the family history in the majority of cases was as 
good as the average. 

Early Influences——Unfavorable environmental influences were 
even more striking in this particular case. A survey of our cases 
indicates that such factors are more general in the group as a 
whole than is bad heredity. Environmental maladjustments are 
mentioned in 64 per cent of the cases. We find 10 cases in which 
the parents were divorced or separated, 29 cases in which one of 
the parents had died during the patient’s childhood, and three 
cases in which both parents had died, two cases in which the mother 
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and sisters were described as grossly immoral, 10 in which there 
is mention of quarreling and dissension in the home, five in which 
the social worker notes the squalid appearance of the home, and 
seven in which an over-dominant and over-solicitous mother appears 
in the record. There were 19 cases in which the economic status 
was given as submarginal. Here again it must not be assumed that 
the absence of positive maladjustments in the record means that 
the home environment was good. It follows therefore that unfavor- 
able environmental influences were operative in a large number of 
our cases. At the same time we find not a few cases in which the 
environment influences seem considerably better than the average. 

Intelligence—According to the Stanford-Binet test Albert had 
a mental age of 14 years and 6 months. His rating is therefore 
above the average. For the group as a whole the rating is probably 
somewhat below the average level. But it is not easy to judge. In 
58 of the cases no ratings at all were secured because of the apathy 
or distractibility or antagonistic attitude of the patient. And these 
records which were secured are merely minimums. Of those who 
took the test 37 scored below Io years, 41 between Io and 14 years, 
and 40 had mental ages of more than 14 years. It is not without 
significance that the two patients who made the highest score with 
mental ages of more than 19 years are among the most hopelessly 
and bizarrely deluded. On the other hand all of the cases of social 
recovery had at least average intelligence. Apparently the more 
intelligent and better educated individuals stand a better chance 
of finding their way out, but, feeling more keenly and speculating 
more daringly, they may use their intelligence to build up elaborate 
delusional malformations. 

Health—Albert W. had a serious cardiac involvement. In this 
respect the case stands pretty much alone. This is due in part to 
the fact that cases with gross organic pathology were intentionally 
excluded from the group. But the question did not arise in many 
cases and it seems safe to say that while the percentage of physical 
disease is greater in cases of dementia precox than among a group 
of normal persons of the same age it is by no means characteristic. 
The cardiac involvement seems to have had little to do with Albert’s 
mental difficulties. 

Progress reports on the neuro-endocrine findings have been made 
elsewhere by those in charge of the research project. For the pur- 
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pose of the present study it is sufficient to say that while more 
endocrine dysfunction has been revealed than would be found 
among a group of normal persons, no single metabolic deviation 
has as yet been found as characteristic either of dementia pracox 
as a group or of its several types. It may also be noted that ip 
quite a number of cases the endocrine condition was corrected with- 
out any appreciable effect upon the mental condition and that in a 
few cases the mental condition cleared up without any alteration of 
the endocrine condition. This does not mean that these physical 
factors are unimportant. There were other cases, not a few, in 
which the correcting of the endocrine dysfunction and the physical 
renovation had marked mental effects. It merely emphasizes the 
complexity of the problem. We do well to recognize the multiplicity 
of the causative factors and to proceed on the theory that if in 
any place we can break the intricate chain of cause and effect we 
miay enable the patient to come back. 

Life Situation.—The striking thing in the case of Albert W. is 
to be found in the powerful urge toward something better which 
led this poor handicapped waif to devote himself to the long hours 
of serious reading and thinking and in his picture of himself repre- 
sented by the term “ apostogalia ” which he coined from the Greek. 
He wanted something. He had certain ideals or standards by which 
he judged himself and his attainments. These standards, as I have 
sought to show in another paper,* are a function of one’s social 
relations, particularly to those who are counted most worthy of 
love and honor and to whom one looks for approval. For the 
key to the understanding of the life situation we must therefore 
examine first of all the social relations and adjustments. 

1. Social Relations —In Albert W. we see a boy with no parents 
worthy of the name. Those parents were taken away from him 
and he never did succeed in finding another home. And yet we find 
this boy idealizing his parents. Perhaps the very lack of that which 
others had increased the sense of need while the lack of disillusion- 
ing close contacts made possible the idealization. Later on in his 
remarkable interest in serious reading, developed through his asso- 
ciation with the radicals he met on the road, we see him attempting 
to enter into association with the world’s best and greatest minds. 


*The Problem of Values in the Light of Psychopathology. Journal of 
Sociology, September, 1932. 
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Meanwhile his actual social adjustments were most unsatisfactory. 
He was a homeless wanderer who had lost caste even with his 
associates of the road by turning “ scab.” But he was one of those 
who are seeking to grow into something better than the standard 
represented by his early guides. It seems to have been this effort 
at growth which created the conflict. 

In our general group we find that there are six cases in which 
there seems to have been an unsuccessful attempt to get rid of the 
sense of personal failure by shifting the group loyalties and asso- 
ciating with “ bad companions.” The great majority however have 
never questioned the implanted standards but have fallen far short 
in their performance. Most of them moreover take their short- 
comings so seriously that they cannot bring themselves to acknowl- 
edge them to anyone else. The result is a sense of isolation and 
guilt which acts as a barrier between the individual and his fellows. 
We thus find 99 individuals of the retiring sort with few friends. 
Only 11 were said to have many friends. Eighty-four of the group 
seemed to have a preference for solitary games and recreations. 
Fifty-six of the group might be said to be respected or accepted 
by their associates, 18 “razzed” and 58 ignored. The rest are 
classed as not clear. Judging objectively we find seven cases in 
which the social adjustments may be rated as good, 34 average, 
98 unsatisfactory, and the rest are not clear. 

2. Sex Adjustments—How important were the sex maladjust- 
ments in this case is not clear. He was remarkably frank in dis- 
cussing them and it is clear that there were plenty of difficulties. 
Even though the implanted standards could scarcely have been 
very high, he states that he worried a lot over the problem of 
masturbation, also that he fought against the homosexual tenden- 
cies and sought to “readjust his moral code.” He speaks also 
of his sex morals as having descended to the “ X Y level.” It is 
to be noted that he had, nevertheless, according to his account, been 
capable of a genuine love affair, something which is not over- 
frequent in this group. This may be taken to represent the earnest 
seeking after something better which seems to characterize him. 

In the group as a whole, sex maladjustments appear clearly in 
the great majority of our cases. Of the 145 unmarried men 62 do 
not admit sex indulgence in any form. With hardly an exception 
these are individuals of the shut-in type who find insuperable 
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difficulty in talking on this subject and are described by their 
friends as taking no interest in girls. Thirty-four admit or give 
evidence of difficulty with masturbation, 10 with erotic phantasy 
and 30 with both. Forty-three of the unmarried men admit hetero- 
sexual experiences which in three cases were marked by sexual 
impotence. Fifteen admit or give evidence of homosexual tenden- 
cies. Of the 30 married men, 13 admit no difficulties in their sex 
adjustments. In four cases there is evidence of sexual impotence, 
three are divorced, three estranged from their wives, one is widowed 
and in two cases the wives are insane ; 12 acknowledge extra-marital 
relations and nine continued difficulty with masturbation and erotic 
fantasy. It would of course be absurd to assume that because a 
man did not acknowledge difficulty in managing his sex drive he was 
necessarily maladjusted sexually and then to go on to assume that 
those things which he did not acknowledge were potent causative 
factors. Nevertheless, a review of these cases leaves the definite 
impression that with the doubtful exception of a few married men 
there were none in the group who have arrived at healthy adult 
sexual development with wholesome expression of the sex drive, 

3. Vocational Adjustments.—Albert tells us that at the time his 
disturbance began he had a good job. He had indeed no great reason 
to be satisfied with his vocational self-expression, but vocational 
thwarting does not seem to be an immediate factor. 

In our group of cases there were 26 in which the situation would 
be regarded as definitely satisfactory and 56 in which it seemed 
equal to the average. In 90 cases the vocational adjustments were 
clearly unsatisfactory. Among the cases we find 95 unskilled work- 
men and 64 whose occupations required skill or training. We find 
six with incomes of $40 a week or more, 61 with incomes between 
$20 and $40, 77 under $20, and 29 without any income at all. 
We find 78 who had relatively stable employment, 56 who had 
made frequent changes and 20 were for some time out of work. 

Summary.—We may say in general that the 176 cases of 
dementia precox are a somewhat handicapped lot of individuals. 
They have more than their share of hereditary taint ; they have had 
considerably more than their share of unfavorable environmental 
influences ; while seldom feeble-minded they are somewhat below 
par intellectually ; physically they are a trifle undersized and have 
less drive and vigor than a group of normal men of the same age. 
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They are somewhat more subject to the diseases of the flesh and 
about two-thirds have more or less endocrine mal-function. But 
in all this there is nothing distinctive of the group. In more than 
half of the cases the heredity seems no worse than the average. 
There is indeed a heavy burden of unfavorable environmental 
factors but in quite a few cases the environmental factors are dis- 
tinctly good. Intellectually some of these individuals rate very high 
and high ratings are often found in conjunction with bizarre 
delusions. 

Maladjustments in the life situation seem, however, to be common 
to the entire group. There are scarcely any who have not some 
manifest maladjustment in one or more of the major fields of self- 
expression. We find none of whom it may be said with any cer- 
tainty that he has attained to normal adult sexual development or 
to wholesome expression of the sex drive; in more than half of 
the cases there were clear vocational maladjustments and in two- 
thirds of the cases manifest social maladjustments were found. 
In 36 per cent of the cases we find clear maladjustments in all three 
fields and in 75 per cent in at least two fields. We may therefore 
conclude that in this group we have individuals who are thwarted 
in their efforts to attain their major objectives in life in terms 
of their own picture of themselves. Anything which would con- 
tribute to such a sense of failure and thwarting whether it be poor 
intellectual or physical endowment, unfavorable influences, or mal- 
adjustments in the life situation would be a causative factor. 

But it cannot be too strongly emphasized that there is no objective 
measure of such social maladjustments. The individual himself 
is the judge. The significant question from the standpoint of our 
particular problem is how the situation looks from the individual’s 
own point of view. 


THE REACTION PATTERNS. 


Accepting the hypothesis that the primary evil in dementia pre- 
cox lies in the realm of social relationships and particularly in a 
life situation involving the sense of personal failure, we find in 
reviewing our cases one characteristic which is common to the 
group as a whole. They are isolated from their fellows through a 
social judgment which they either consciously or unconsciously 
accept and pronounce upon themselves. In this they are to be con- 
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trasted sharply with the criminal and delinquent types. Such types 
are likewise social failures as judged by the standards of the 
family or of organized society but they refuse to accept that judg- 
ment. Instead they characteristically seek social validation in groups 
which have standards of their own and support each other jn 
rebellious, anti-social attitudes. But the psychotic accepts the social 
judgments of the group in which he has been reared and by the 
standards which his early guides have implanted he stands cop- 
demned. The result is an intolerable loss of self-respect. In oyr 
group of cases we may recognize three methods of dealing with this 
sense of personal failure. 

Drifting—A considerable number make little or no resistance. 
They do not fight. They do not attempt to turn over a new leaf, 
They do not try to do anything about it. Instead they take refuge 
in easy modes of satisfaction. They withdraw into a world of 
fantasy, often hastening the process by a resort to drink or to drugs, 
Eventually they reach the point where the dream world has become 
for them the real world. The drive for self-realization is thus 
short-circuited and the individual becomes more listless and ineffec- 
tive and unable to take care of himself. He thus becomes so 
peculiar or so much of a burden upon his family or friends that 
they find it advisable to have him committed to the hospital. Such 
patients seldom show any great emotional disturbance. They have 
no marked hallucinations and their ideation is not particularly 
bizarre. But they drift down toward dissolution and destruction. 

Delusional Misinterpretation—There are many others who in 
the face of threatening failure refuse to admit defeat or error and 
resort to a distortion of belief. Most of our beliefs, as Dr. Macfie 
Campbell * has shown so convincingly, grow out of the requirements 
of the life situation and represent attempts to meet the stresses of 
existence. In other words they represent attempts to organize our 
experience in such a way that we can go on living and functioning 
in the world of men. Most of our current beliefs are incorrect. 
But in delusional misinterpretation of the psychotic type we see 
this process carried to such an extreme that the individual is 
isolated from his group. These delusions are many and varied but 
they generally center around the problem of the relation of the 
individual to his environment. And even though they estrange an 


* Delusion and Belief. Harvard University Press, 1926. 
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individual from his group, they serve to keep him from going 
to pieces and enable him to maintain a certain degree of integration 
and poise. 

Panic—But few individuals can drift down to destruction or 
succeed in building up an effective system of delusional misinter- 
pretation without at some time becoming aware of their danger. 
The result is a greater or less degree of emotional disturbance. In 
its extreme forms this emotional disturbance may appear as that 
profound despair and hopelessness in which the patient loses all 
interest either in the external world or in himself and feels himself 
to be as one dead. It may also assume the form of the acute up- 
heaval as exemplified in the case of Albert W. This emotional 
disturbance may occur either in the drifting or the deluded types. 
As already suggested it is not to be regarded as in itself an evil 
but rather as an attempt at cure analogous to fever or inflammation 
in the case of the physical organism. It should be therefore sharply 
distinguished from the end results of personality disintegration or 
delusional malformation. 

These general reaction types are easily recognized in their typical 
forms. But they usually occur in combination and it is no easy 
task to classify our cases according to the reaction patterns. Before 
making such an attempt it has seemed necessary to study carefully 
the characteristic ideation and behavior in order to discover, if 
possible, more objective criteria which will help us in placing partic- 
ular cases. 


CONTENT OF THOUGHT. 


The Sense of the Mysterious—Albert W.’s disturbance began 
with the idea that something strange was going on. He felt him- 
self in “ possession of a power that he didn’t have before,” and he 
began to have a “flood of mental pictures as though an album 
within were unfolding itself.” Then came the dark woman in a 
vision, whom he took to be supernatural. This is thoroughly char- 
acteristic of the schizophrenic experience. It begins generally with 
some manifestation of the subconscious processes which is inter- 
preted as of supernatural or occult origin. The impact of such an 
experience may be terrific. It may destroy the foundations of the 
mental organization and upset the structure upon which the judg- 
ments and reasoning processes are based. We have then the 
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bewildered state which we call schizophrenia. The sufferer sees 
strange meanings in everything about him and is sure of only one 
thing, that things are not what they seem. The deeper levels of 
the mind are tapped and in many cases the mental processes are 
quickened. Ideas and pictures flash into the mind as if from out- 
side sources and constitute the “ voices ”’ and visions which loom so 
large in psychiatric examinations. Very commonly it is as though 
the conscious self had descended to some lower region where it js 
no longer in control but at the mercy of all the primitive and terrj- 
fying ideas and imagery which throng in upon it. The eyes are 
opened so that one can see way back to the beginning of all creation, 
One seems to have lived in many previous existences. Such 
instances might be multiplied indefinitely but there is among these 
ideas striking similarity and for the individual concerned they 
carry conviction because they seem so utterly new, so completely 
apart from all his previous thinking and reading. Such observations 
tend to support Jung’s conception of the “ racial unconscious.” In 
any case it is such a regression to a lower level of the mental life 
rather than splitting which characterizes the schizophrenic experi- 
ence. The term schizophrenia seems therefore a misnomer. Cer- 
tainly there is no break in the memory chain such as Morton Prince 
found in his dissociated personalities. 

In 55 of our cases the onset was sudden and involved acute 
emotional disturbance. In 69 cases it was of the sub-acute type, 
the acute out-break being preceded by a somewhat protracted period 
of withdrawal or of delusion-building. In 52 cases the onset was 
insidious. Only in seven cases were there any factors in the 
immediate life situation which might account for the mental dis- 
turbance. In nearly all cases the disturbance seemed explainable 
rather in terms of inner maladjustments and conflicts which had 
reached the stage in which a solution was necessary. Among the 
cases with acute onset we find four of social recovery and seven 
improved ; among the cases with sub-acute onset are three of social 
recovery and three improved. In general the acute onset with its 
marked sense of mystery tends to be associated with the profounder 
types of disturbance, characterized by archaic symbolism, bizarre 
ideation, and by much religious concern and by a relatively good 
recovery rate. (Cf. Chart I.) 
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The Sense of Peril—The second step which we observe in the 
development of Albert’s psychosis was an acute sense of peril. He 
thought he was going to die. Then he saw things in a new light 
and he thought the “ dawn of creation”’ had come. He was living 
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Cuart I.—Characteristic Ideas According to Type of Onset. 


ina different world. Then it came to him that he had lived before 
this present life and that he was a much more important person 
than he had ever dreamed. In a previous existence he had been 
Jonah. He had also been Christ. Most of the time he had been 
St. Augustine. It came to him that there was a great “ I and You 


contest” going on, a struggle for supremacy on the part of certain 
36 
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groups, though in relation to this struggle it was not clear where 
he stood. 

Here we have a group of ideas which crop out over and over 
again in the profounder disturbances. In 57 of our cases we find 
ideas of an impending world change of some sort and of great issues 
at stake. In 53 cases we find in the patient exalted ideas as to his 
own role. In 41 cases these two ideas were found in conjunction, 
One patient thus has the idea that the world is about to fall to pieces 
and that he himself is the world. Three have the idea that the 
world is about to be destroyed and that its fate is entirely depen- 
dent upon them. If they die the world is ruined. Three patients have 
received revelations that the second coming of Christ is due and 
that they themselves are to have a central role in this great event, 
presumably as the present-day embodiments of the Christ spirit. 
Another announces that he is to be crucified in order to save the 
world, two that they are to be crucified just like Christ, and one 
merely states that it is his duty to be crucified. Two speak of them- 
selves as the “son of God.” One of these gets very much excited 
when questioned about his religion and announces belligerently 
that “Little Charlie can lick God.” This patient has a besetting 
idea that the world is getting very cold and that the great ice age 
is coming. Another considers himself a re-incarnation of Abraham, 
Another is the devil and he is greatly concerned lest all the Bibles 
be burned. Another is alternately God and the devil. As in the 
case of Augustine, it frequently happens that the roles shift. The 
individual is first one and then another and sometime nothing at 
all. At one moment he is a zero quantity and at the next moment 
the Almighty. Twenty-three acknowledge that they had had such 
ideas but refused to go into particulars. These seem very sensitive 
on the subject. Ideas of mission are found in 24 cases and of 
rebirth in 23. These ideas are seldom found except in conjunction 
with ideas of cosmic catastrophe and of cosmic identification. Ideas 
of death, self-inflicted or accepted as inevitable, appear in 61 cases. 
Of this number ideas of cosmic identification and of cosmic catas- 
trophe appear in only 36. This is accounted for by the fact to which 
Hoch and MacCurdy * call attention, that ideas of death are char- 
acteristic of the deeply depressed and stuporous types, those who 
do not, like Albert W., go on to believe in some coming “ dawn of 


* Benign Stupors: pp. I9I-2. 
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creation” and a role which they can play, but remain fixed in the 
despair and gloom of the death idea. But the deep depression, when 
characterized by self-blame and acceptance of responsibility, tends 
toward favorable outcomes. Although this fact cannot be clearly 
demonstrated on the basis of this group of cases alone, we are 
taking the ideas of death together with ideas of cosmic catastrophe 
and cosmic identification, as characteristic of the panic reactions 
of the profounder sort. It is to be noted however that ideas of 
death thought of as inflicted by enemies are most frequently 
unaccompanied by ideas of cosmic catastrophe and cosmic identifi- 
cation. Such ideas are generally associated with the concealment 
reactions. So also are the ideas of self-importance, when these are 
limited to earthly power and influence and do not go on to assume 
cosmic or religious significance. Ideas of change of sex were found 
in seven cases distributed among all reaction types. 

It is to be noted that the sense of peril as manifested in our cases 
applies almost equally to the self and to the world as a whole. 
There is little setting of the individual over against the world. A 
danger to himself is a danger to the entire world and if there are 
enemies of the self they are enemies of the cosmic order also. The 
stuporous types, who are characterized by ideas of death without 
cosmic concern, may be those who are inclined to be self-deprecia- 
tive, and it may be that those who identify themselves with the cos- 
mic and the divine are the egotists who find it difficult to get off the 
throne. But the evidence is not clear. 

The Sense of Personal Responsibility—In going to the police 
and telling them of his court record and asking for an investigation 
of the supposed charges against him Albert W. at the beginning 
of his disturbance showed a distinct desire to face the facts and a 
willingness to accept responsibility for his past actions. Through- 
out his disturbance and afterwards he showed remarkable frank- 
ness, telling apparently everything, even that which was damaging 
to his pride. It is also to be noted that in spite of his serious heart 
difficulty he kept on doing hard manual labor almost up to the 
time he went to the hospital. At the same time he had ideas of 
persecution. He thought he was being talked about and that he 
was being hunted, he did not know for what. This is characteristic 
of the stormy phases of schizophrenia. All sorts of ideas are mixed 
up together in loose and unorganized form. Ideas of persecution 
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appear even in such clear-cut attempts to face the situation and 
readiness to accept responsibility as we see in the case of Albert. 
We must not therefore attach too much importance to the mere 
occurrence of a persecutory idea. The question is always how far 
that idea represents a dominating trend in the patient’s personality, 

The sense of failure, which is here assumed to lie at the root 
of most of these difficulties, may be accepted or rejected or ignored, 
It may be recognized or concealed or evaded. Of our 176 cases 139 
show reactions which may be regarded as manifestations of the 
concealment tendency. This is to be found in four chief forms, 
The most frequent is what may be termed as the EXTERNALIZATION 
OF CoNSCIENCE. This is clear in 113 cases. In 73 of these the 
patient hears accusing voices which charge him with all sorts of 
improper behavior or he sees people talking about him and laughing 
at him wherever he goes. In 22 cases the sense of guilt reveals 
itself in the idea that the mind is being read or the thoughts recorded 
by means of dictaphones and broadcasted through the radio. In 14 
cases there are ideas of being followed, usually by detectives or 
spies. Ideas of being poisoned or drugged are found in 37 cases 
and of being killed in 29 cases and these ideas may likewise be 
regarded as indications of a resisted and uneasy conscience. TRans- 
FER OF BLAME is evident in 70 cases. Electrical currents shooting 
through the body, usually under the control of some enemy and 
playing upon the genitals figure in 37 cases and may be looked upon 
as acceptable explanations of unacceptable physical cravings. Hyp- 
notic or other personal or superpersonal influences which control 
the mind are found in 32 cases as explanations usually of unaccept- 
able thoughts. Circumvention of one’s plans through individuals 
or organized groups, usually secret societies, is found in 17 cases. 
Fictitious SELF-IMPORTANCE appears in a large number of cases 
and in 10 cases it is sufficiently powerful to enable the patient to 
effect a delusional reconstruction which permits him to keep on 
functioning with some degree of comfort. Where such a recon- 
struction is made on a religious basis it is commonly free from 
externalization of conscience and transfer of blame. The INCAPACcrI- 
TATION reaction in which physical illness is made to bear the respon- 
sibility for the personal failure is found in 29 cases. While 
unquestionably a concealment device which seeks to save the indi- 
vidual’s self-respect it differs from the preceding reactions in that 
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it involves the recognition of difficulty and it locates that difficulty 
within the individual. It is, however, a confession of weakness and 
a bid for sympathy. SELF-BLAME was found in 19 cases. It may 
be noted that in three of these there has been social recovery, in 
three sufficient improvement to be sent back into the community 
and in five others there was a temporary recovery. 

Erotic Involvements.—Throughout his disturbed period Albert 
W. was little concerned about sex. He was occupied instead with 
religion and with cosmic affairs. But the problem of sex had figured 
in his previous history and it became a complicating factor after 
the stormy period of the second disturbance had passed. Certain 
obscene drawings for which he was responsible led to his discharge 
from an occupational therapy class and thus denied to him the 
intensive therapeutic work which might have helped to restore him. 

As already indicated the sex factor figures in a large proportion 
of our cases and in many cases that which is at stake is the 
preservation of the integrity of the individual against the disinte- 
grating power of the primitive cravings. Threatened by instinctual 
claims no longer capable of being satisfied in the present stage of 
development he is unable to renounce them or to control them. Like 
Laokoon in the old Greek statue he is being overwhelmed by the 
reptilian monsters of sex. Not a few talk frankly of the fearful 
and disgusting yet fascinating imagery which swarms in upon them, 
supposedly at the behest of hostile forces. And it seems probable 
that the patient who is hearing himself continually charged with 
sodomy and incest and other awful things is merely telling us in 
a round-about way that he is being assailed by such ideas. It must 
be clearly recognized, as Alexander * points out, that for such 
sufferers ideas have the value of actions. They are for him reality. 

Of the entire group of cases ¢ 36 had so far lost their self-respect 
as to indulge in open erotic manifestations. Of these 16 belonged 
in the panic reaction type and 13 in the drifting type. Only seven 


* Psycho-analysis of the Total Personality, p. 82. 

tIn revising the charts three of the original 176 cases were excluded. One 
of these was a case of social recovery. This was left out because it was an 
atypical case which I had had no chance to observe myself. The other two 
were cases of the chronic type. One of these was excluded because of the 
paucity of the data; the other because the reaction pattern was that of recur- 
rent spells of euphoric over-activity and it did not fit into any of my groupings. 
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were found among the 81 cases showing concealment reactions, 
Fifty-six patients displayed no open eroticism but acknowledged 
more or less frankly their difficulties in managing the sex drive, Ip 
the remaining 81 cases there was no direct evidence and the patients 
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themselves were reticent in discussing the matter. Of the 36 who 
displayed open eroticism there are three who are now at home, 
(Chart II) but of these only one, an individual who had at the 
same time a pronounced self-accusatory attitude, can be said to 
be really improved. Of the 56 who discussed their difficulties six 
are now rated as social recoveries, six improved and out of the 


Yl 
Up, 
4 
S500 
oe 
* O 
OOUY 
ste 
SOOO 
BOOK 


1933] ANTON T. BOISEN 563 


hospital and two slightly improved. Of those who have been reticent 
or evasive concerning their sex problems and who have succeeded 
in keeping within the limits of decent behavior, one is rated as a 
social recovery, eight are improved and out of the hospital and six 
slightly improved and out of the hospital. 

These figures support the view that the primary evil in a large 
proportion of the cases is the short-circuiting of the urge for self- 
realization and the dissolution of the personality under the influence 
of instinctual cravings which have got beyond control, and that this 
occurs most surely in those cases in which the individual makes no 
resistance. They show furthermore that the preservation of the 
appearance of decency through the seclusive, evasive, reticent 
attitudes tends to prevent the extremer forms of disintegration and 
that such individuals may even get better and go out. But they also 
show the therapeutic value of confession, and they indicate that 
self-blame, even to the point of morbidity, may not be in itself an 
evil but an attempt at cure which makes or breaks the sufferer. 


CLINICAL TyPES AND CLINICAL RESULTs. 


The hypothesis upon which we are proceeding is that the primary 
evil in dementia przecox lies in the realm of social relationship, par- 
ticularly in a life situation involving personal failure, and that the 
common clinical pictures are determined by the various reaction 
patterns which may be employed to meet such situations. We have 
assumed furthermore that in the psychotic types the sense of failure 
is either consciously or unconsciously accepted and that the major 
reaction patterns employed consist of drifting, concealment, and 
panic. We are now in position to group our cases in accordance 
with the reaction types. We shall then be able to check them with 
the existing clinical groupings and to draw certain conclusions in 
regard to the clinical significance of the various reaction types. 

The study which has been made of the content of thought leads 
to the following conclusions which will be heipful in classifying 
the cases : 

1. The presence of ideas of death, of cosmic catastrophe or of 
cosmic identification may be taken as the mark of the profounder 
panic reactions. The ideas of cosmic catastrophe and cosmic 
identification tend to occur together as part of a constellation of 
ideas which include also ideas of rebirth, previous existence, mission, 
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etc. Ideas of death, when accepted and not resisted as due to 
enemies, occur also in this same constellation. They are also char. 
acteristic of the profound regression. 

2. While the concealment reactions are also marked by certain 
characteristic ideas which represent the externalization of cop- 
science, transfer of blame, fictitious self-importance and incapacita- 
tion, the classifications must be made rather upon the basis of 
dominant mood and attitude rather than on that of sporadic ideas 
which may at one time or another be expressed. 

3. The drifting type is characterized not merely by the absence 
of the positive findings listed under 1 and 2 but also by the lack of 
the fighting spirit in the face of difficulties. 

4. An acute onset implies the absence in their advanced stages of 
the character tendencies described under 2 and 3, and indicates a 
panic reaction free from the more malignant complications. 

The Drifters—Thirty-five cases are characterized by their lack 
of any fighting spirit. Of these 17 showed sporadic concealment 
reactions, 13 hear accusing voices, three have ideas about being 
killed, four show the tendency to transfer blame in ideas of electrical 
currents and of hypnosis, and one showed a marked incapacitation 
reaction. Three of the group did fairly well in their studies in 
school and six had passable vocational records, but the group asa 
whole are of the shiftless, ne’er-do-well type who never did succeed 
in making good in anything. All are of those who drift unresistingly 
down toward dissolution and destruction, often without any attempt 
to keep up appearances or to maintain self-respect. 

The Self-Deceivers.—Thirty-nine cases offer a sharp contrast to 
the first group in that they make a real effort to keep up outward 
appearances. They are of those who refuse to admit defeat or error 
and they give evidence of some real fighting spirit. Three have been 
successful vocationally and 13 fairly successful. Among them we 
find plentifully represented evidences of the repressed conscience 
and of attempts to shift responsibility. But the important char- 
acteristic in most of the cases is the surly, sulky, fault-finding, 
suspicious attitudes which have become more or less dominant. 

The Panic-Stricken—The remaining 99 cases give evidence of 
the profounder sort of panic as indicated by ideas of death, cosmic 
catastrophe or cosmic identification. Among these we may dis- 
tinguish two types, those in which the panic or upheaval takes place 
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in an individual whose habitual reaction is that of suppression of 
conscience and transfer of blame, and those in which there are no 
such complications. 

1. Simple Types.—There are 57 cases in which the panic states 
are relatively free from the various concealment devices and in 
which the concealment reactions, when they do occur, are transitory. 
These individuals are all fairly free from the tendency to sulk 
and find fault and dwell on their grievances and with few excep- 
tions the disturbance began with a sudden onset. Of these 56 cases 
12 had good vocational records and 24 fair. The group likewise 
includes a relatively large proportion of the pleasant, likeable type 
that are accepted and respected by their associates. 

2. Mixed Types.—Forty-two cases are of those in whom the 
panic reaction takes place in a personality already somewhat warped 
through its attempts to interpret the life situation in terms that will 
enable it to go on functioning as a unit. In the general make-up this 
group is very similar to that of the self-deceived. They are of those 
who find it hard to admit defeat or error. Vocationally the figures 
on these two groups are almost identical. Of the 42 individuals 
in this group four have good records, 13 fair, and 25 poor. 

Reaction Types and Psychiatric Labels—Chart III shows the 
psychiatric labels as determined at the regular medical staff meetings 
of the research service when distributed according to the above reac- 
tion types. It will be seen that the correlation is close, especially so in 
the case of the catatonic and panic types. The differences are for 
the most part due to the fact that in the grouping according to 
reaction patterns no categories were made corresponding to “ un- 
specified ” and none that corresponded to the end results designated 
by the term “ hebephrenic.” The five cases of “ simple dementia 
precox ” in the concealment group are accounted for by the greater 
emphasis placed upon the dominant attitudes as compared with 
delusional formations. 

Reaction Types and Outcome.—Chart IV shows the present con- 
dition of the patients in the four groups. The seven “ social 
recoveries” are those who have been out of the hospital for a 
year or more, who have proved themselves able and willing to work 
and get along with their families and friends, and who seem free 
from their psychotic beliefs and attitudes. The 14 who are out 
of the hospital “ improved” are those who have shown marked 
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improvement in their ability and willingness to work and get along 
with their associates but who have not been out for more than a 
year or who are still clinging to some of their psychotic beliefs and 
attitudes. The 11 “ slightly improved ” are those who, while some- 
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what better, have been able to go home chiefly by virtue of the 
devotion of their families. Of those in the hospital 39 are “on 
parole.” This means that they have proved themselves able to 
work and cooperate and to obey the rules sufficiently to be trusted 
with the freedom of the grounds. The 62 “ without parole” are 
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those who are able to keep themselves moderately neat, to do at least 
some simple work and to take part in the recreational activities, 
but who have not yet proved their right to the freedom of the 
grounds. The 40 patients in the “unadjusted” group are those 
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who are un-cooperative, shiftless, careless of personal appearance, 
mute resistive, or disturbed.* 


*This grouping follows in the main the ratings of the research service as 
given out in September, 1931, and described by Drs. Erickson and Hoskins 
in the AMerIcAN JouRNAL or Psycutatry for July, 1931. It differs from this 
system of classification in that it distinguishes three groups among those now 
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It is to be noted that all of the cases of social recovery and aj] 
but two of those classed as “ improved” are to be found in cages 
characterized by the panic reaction. It is also to be noted that of 
the 40 “ unadjusted ” patients all but eight are to be found in the 
“ drifting” group or else in the “ panic” group, simple type. We 
may thus see in the drifting reaction type the marked tendency 
toward deterioration, even in the face of the unremitting therapeutic 
efforts of the research service. We may also observe the stabilizing 
effect of delusional misinterpretation. In both groups characterized 
by concealment reactions we find only two social recoveries and 
only three who are classed as improved. We also find only eight 
who are rated as unadjusted, and inspection of those eight cases 
reveals that they are border line cases. No less striking is the 
tendency of the panic reactions to produce change either for the 
better or for the worse. Not only do we find the largest proportion 
of social recoveries and of improvements in the panic group, but 
we also see that when panic occurs in the warped personality it 
may serve to break up the protective shell of delusional misinterpre- 
tation and set the victim free. We thus find that two of this latter 
type have made social recovery and three are markedly improved. 
We observe also that 19 of the panic group are classed as unad- 
justed. And these figures do not tell the whole story, for among 
those in the panic group who are now rated as unadjusted are six 
who have been “ on visit,” at least five of whom have been rated 
as social recoveries. 

Fifteen Cases of Social Recovery.—Of our 176 cases there were 
only seven who have finished their year of probation and have 
demonstrated their ability and willingness to work and to get along 
with their family and friends and who seem free from their psy- 
chotic ideas and attitudes. For purpose of comparison it has there- 


at home, a task that required a visit to the discharged patients. Classes E and 
F are moreover thrown together and 4 patients who had been placed in Class D 
chiefly because they had shown some improvement and needed encouragement 
were counted among the “ unadjusted.” 

Six of the patients included in the 173 have died. Two of these committed 
suicide, one after escaping from the hospital and the other after being sent 
home as “improved.” Both of these are classed as “out of the hospital, un- 
improved.” The others died in the hospital. Two of these belonged in the 
unadjusted group and were growing steadily worse. The others had made 
an institutional adjustment. One of them had a parole. 
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fore seemed expedient to supplement this group by the addition 
of eight cases not in the research group with which I have myself 
done intensive work.* This gives us a total of 15 cases of social 
recovery. This is not a large number, but it may enable us to arrive 
at some generalization in regard to the factors which make for 
recovery. 

What strikes the attention first in looking over this group is their 
relatively good equipment and their relatively favorable life situa- 
tion. While the research group as a whole is somewhat handi- 
capped, somewhat below par intellectually, a trifle undersized and 
deficient in drive and vigor, we have in these 15 cases of social 
recovery individuals of more than average intelligence and vigor. 
And whereas in the research group as a whole 75 per cent are 
blocked in at least two of the major spheres of self-expression 
and 36 per cent in all three fields, we find in these social recoveries 
none who are blocked in all three fields, and only 33 per cent who 
are blocked in more than one. In nine of the 15 cases the vocational 
adjustments were good and in the others they were fair. Two had 
incomes of more than $40 a week, 10 between $20 and $40, two 
were students with excellent records and one an efficient house- 
keeper with a good bank account acquired under difficulties. All 
but one had stable employment. Seven of the 15 were married and 
six of these had children. Eleven of them talked with more or 
less frankness of the sex problems which they recognized as the 
source of their difficulties. Although in some cases of the shut-in 
variety all were of the sort that make a good impression and are 
accepted and generally respected by their associates. All of them 
in other words are good material and they had something to come 
back to. 

We are also struck with certain characteristics of their psychotic 
experiences. In 10 cases the onset was quite sudden and the 
disturbance very acute. Of the remaining cases four became acutely 
disturbed following a period of paranoic seclusiveness and suspi- 
ciousness. Thirteen of the 15 gave clear expressions to the ideas 
which this study has shown to be characteristic of the profound 


*During my period of service in Worcester I wrote up and interviewed 
more or less systematically some 35 patients outside of the research group. 
These eight cases include all those of the schizophrenic type in which the 
outcome was social recovery. 
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panic and upheaval. Of these all showed religious concern with 
appropriate mood and attitude and freedom from facetiousnesg 
and silliness and ugliness of temper. Of the two remaining cases 
one showed marked religious concern and worry over his sins while 
the other talked of his difficulties with remarkable frankness and 
intelligence. It may also be noted that of the 15 cases all but three 
remained in the hospital less than one year. 

It is clear that in the case of individuals such as these with good 
equipment and favorable life situations it may be possible for them 
to resume their places in society even though they may be impaired 
as a result of their psychosis. In two there is evidence of such 
impairment due chiefly to discouragement and the lack of under. 
standing on the part of friends. In three cases there has been more 
than one disturbed period. But even in these cases they seem none 
the worse for the experience. In three cases there is evidence that 
the psychosis had served to clear up problems which for some 
years had been obstructing the social functioning and development, 

In one of these cases an attractive, vigorous man with a good 
industrial record began to drink heavily and developed some marked 
paranoid tendencies. He thought the lodges were after him and 
that enemies were on his trail. He even went to the police and 
asked permission to carry a gun in order to protect himself. Shortly 
after this he went to his wife and confessed to her the marital 
infidelities and sexual irregularities which had been preying on 
him. This confession she accepted in good part. With this the 
picture changed from a malignant to a benign one. He became 
much more disturbed emotionally and it became necessary to send 
him to the hospital. But he ceased to be concerned about his enemies. 
He began to blame himself and to worry about his wife. After 
several months of severe disturbance he cleared up and has now 
for four years been out of the hospital. According to the latest 
reports he seems to be better and his home life is happier than it 
has ever been before. 

Another case was that of a tall, vigorous, attractive and capable 
woman who against the protest of her friends married a man who 
proved to be both alcoholic and paranoic. A few years after their 
marriage he had to be taken to a state hospital. But she let him 
remain there only a short time. She had been brought up to believe 
that a wife should be true to her husband through thick and thin. 
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Besides that she was not ready to admit to her friends that they 


had been right. She therefore took him out against advice and 


kept him out for twenty years, all the time queerer and more 
difficult to live with. He could not even sit down to the table with- 
out seeing some sinister meaning in the way she had arranged the 
knives and forks or placed the chairs. She finally began to develop 
paranoid ideas of her own. She thought people were following her 
and talking about her. Then came the death of her mother and 
a visit back to her old home in Sweden. Following this there came 
a profound disturbance. She became stuporous and had to be tube- 
fed. For four long years she remained on the back wards of the 
hospital under the label of “ dementia precox, catatonic type, very 
much demented.”’ She then cleared up and has now for three years 
been out of the hospital. Her husband, deprived of her protection, 
had meanwhile found his way to an institution and she is now 
free of the impossible situation which his presence created. But 
even before her release, her dominant feeling was that she had 
found a new lease on life. 

In another case a young man of good intelligence and fair educa- 
tion had been addicted to the practice of masturbation from his 
fourth year on. As a child he had had night terrors, was subject 
to melancholy spells and had worried continually about his health. 
He talked to no one of his inner difficulties and was seclusive and 
shy. In his nineteenth year he developed definite paranoid tenden- 
cies. Wherever he went he thought he was being watched. This 
difficulty did not develop to the point of acute disturbance. He was 
brought to the hospital and there he talked over his difficulties with 
remarkable frankness and intelligence. There is reason to believe 
that he has in large measure found a solution to his problem. 


RELIGIOUS CONCERN. 


The most striking feature of the case of Albert W. is to be 
found in its religious aspects and their implications. All through 
his first disturbance he was tremendously concerned about the 
problems of life and death, of survival and destruction and about 
his relationship to that in the universe upon which his own existence 
was dependent. For a time he thought he was dead and in hell 
and in himself he saw diabolical features. Then he was translated 
into heaven. The trees took on a magnificent appearance. He 
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recognized the work of the Supernatural and he thought that the 
dawn of creation had come. He noticed that the formation of the 
clouds and the sky took on for him an appearance wonderfy 
beyond expression and he heard an infinite voice say that 6 o'clock 
was the appointed time for the arrival of God’s decrees. He thys 
visualized himself as passing from an earthly to a spiritual life 
from the red to the white, and at one time he felt a light within 
him as though he had touched the Holy Grail. He identified him. 
self with Jesus, with Augustine, with the martyrs of old. It came 
to him that the Second Coming of the Lord was at hand and that 
in this he himself had a most important role to play. He also 
suffered severe reactions. He was even tempted to injure other 
people and he thought of himself as Judas, as Jonah and even as 
the devil. He states that before his disorder began he wanted to be 
the same religious person he had been when he was a child and 
that his disturbance brought him proof that there is such a thing 
as a spiritual type. He felt that through his disturbance he had 
found new life and new purpose. 

Albert’s story as he told it before the staff and later before a 
group of students abounded in rare flashes of insight and in its 
simplicity and at times beauty of language bore the stamp of 
genuineness. It seemed the story of one who had been through a 
great spiritual adventure and his attitude may be taken to represent 
the extreme of religious concern. In this experience which he 
describes we may see the better part of himself seeking to break 
through and take possession. For seven years he had been a divided 
personality. On the one hand were the tendencies which had made 
him such a problem to the Division of Child Guardianship which 
had finally landed him in the reform school and had then sent 
him forth into his unsatisfactory roving existence. On the other 
hand was the desire for fellowship with the world’s best and greatest 
minds which had been expressing itself in his long course of 
serious reading. These two tendencies could not exist side by side. 
He could not continue to worship both God and mammon. One or 
the other had to become ascendant. The disturbance seems to 
represent the attempt to solve that inner conflict and bring about 
a state of equilibrium. Thus in its inner meaning Augustine's 
experience had profound religious significance. And this inner 
religious urge revealed itself in appropriate form. He was absorbed 
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in the problem of reality and of his relation to it. His mood swung 
from despair to ecstasy and seemed to be generally in keeping with 
the situation in which he felt himself. And from the disturbed 
period he emerged with the feeling that he had passed from an 
earthly to something in the nature of a spiritual life. In other words 
he himself interpreted it in spiritual forms. 

It has already been shown that this concern with the problem 
of ultimate reality is characteristic of a large proportion of our 
cases and that the ideas we find in Albert W. are common to this 
type of experience. We may assume that the presence of ideas of 
cosmic catastrophe and of cosmic identification, wherever we find 
them, indicate something of this same experience and when along 
with these ideas there are appropriate mood and attitude and when 
the patient has recourse to prayer, when he attends religious services 
or performs religious acts, we may say that he shows marked relig- 
ious concern. So also when there are ideas of death and the 
mood is one of despair and worry over one’s sins. When, however, 
such ideas and moods are transient and the dominant mood and 
attitude during the stormy period are inappropriate, when there are 
streaks of facetiousness or spells of surliness we may rate the 
religious concern as moderate and question the extent to which the 
better self is likely to take possession. Patients who show none of 
these ideas and attitudes, who do not attend the services or observe 
any of the usual religious forms, we may say have no religious 
concern. 

Albert’s statement that he wanted to become again the same 
religious person he had been when he was a child must be taken 
with a good bit of allowance. In the light of his general record we 
may conclude that he was reading his present interests back into 
the past and creating thus an imaginary golden age. His record is 
certainly a bad one. He was both unruly and dishonest and sexually 
maladjusted. But there was apparently a tendency to idealize his 
worthless parents even during his unhappy childhood. Then came 
the long course of serious reading which, even though there was 
no interest in formal religion, seems to place him during the pre- 
psychotic period in the group of the moderately religious. By that 
is meant that he seems to have been actively seeking after the 
fellowship of the best, even though the life he was living was very 
inconsistent. 
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Among our cases are six individuals who seem to have identified 
themselves with anti-social groups. They are said to have associated 
by preference with toughs and were apparently not ashamed to be 
called “ bad boys.” One of these, a boy with a record of Stealing 
and general toughness developed an acute disturbance. The rest 
showed no sense of guilt or worry but drifted aimlessly and 
unresistingly down toward dissolution. 

Sixty-eight of our cases, so far as the fragmentary early 
histories permit us to judge, are individuals who have never shown 
any particular religious interest. They have not gone to church 
or displayed any signs of religious concern. There are no indica- 
tions, however, that they have ever identified themselves with anti- 
social groups. They seem to be of the great multitude who passively 
accept the ideals and teachings of their early guides without 
attempting to do much about it. If questioned about their religious 
beliefs they would probably say that of course they believed in 
God. It would however be equally probable that they would be 
uncomfortable and seek to change the subject. 

Eighty-nine are of those who not merely accept the teachings 
of their early guides but they also attempt to do something about 
it. They go to church or to mass or to the synagogue. They may 
even perform certain private devotional acts. But their religion 
remains, on the whole, rather formal and superficial. 

Ten are individuals who have taken their religion much more 
seriously. One of these was a clergyman, one a theological student, 
two were planning to study for the ministry, two were zealous 
church workers and four were for a time ardent members of holi- 
ness sects. 

In going through the cases one is struck frequently with the 
fluctuations in religious interest. We find in some histories that 
shortly before onset the patient begins to display great interest in 
religion. In other cases we read that some months before his 
commitment he stopped going to church and lost all interest in 
religion. Chart V shows the cases rated as to religious concern and 
distributed according to reaction pattern both before and at the 
time of the onset. This chart brings out strikingly the accentuation 
of religious concern at the time of the onset in the panic reactions 
and its diminution in the concealment and drifting reactions. This 
chart gives support to the view that religious concern tends to 
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appear wherever men are seeking to face their difficulties and are 
trying to become better. 

In nine of our cases religion is a factor in the delusional recon- 
struction which has taken place, in three of these to a very pro- 
nounced degree. In 15 cases we have something of a delusional 
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Cuart V.—Religious Concern According to Reaction Pattern. 


reconstruction without any apparent religious motivation. In the 
latter group are Io cases characterized by bitter, suspicious, fault- 
finding, uncooperative attitudes. These anti-social attitudes are 
absent with the first group. With two partial exceptions these 
patients are friendly and cooperative. This is especially true of the 
three cases of pronounced religious motivation. 
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The conclusion follows that religion is not an “escape from 
reality.” On the contrary it represents an attempt to deal with 
those values which are regarded as ultimate. And where it does 
figure in a delusional reconstruction it tends to produce an interpre. 
tation of the life situation which is socially acceptable as compared 
with the bitter and anti-social attitudes found in the other paranoid 
types. Religion is rather, as I have sought to show in another 
article,* an attempt to raise one’s values to the level of the cosmic 
and the universal and to establish and maintain right relationship 
with those to whom one looks for response and approval, whose 
composite impress is represented in the idea of God. 

The association of the mystical and the pathological which we 
see in Augustine is not only one of frequent occurrence in hospital 
cases but is to be found throughout the history of religion. The 
explanation is to be found in the principle just set forth that 
religious concern tends to appear whenever men are facing the 
issues of life and are earnestly seeking to become better. Wherever 
this involves severe conflict pathological features are likely to 
appear. In some cases the charge of pathology as applied to mystical 
experiences is due simply to the failure to recognize that such 
phenomena as hallucinations represent the tapping of the deeper 
levels of consciousness and that as such they are not necessarily 
symptomatic of mental disorder but may be creative and construc- 
tive. But in a large number of cases the association of the mystical 
and the pathological is due to the fact that a fundamental re-orienta- 
tion is a necessary stage in the development of the individual. 
Albert W. is thus in his disturbed period no more disorganized and 
scarcely less concerned about the supernatural than was George Fox 
during his early twenties. In the archaic symbolism to which both 
gave expression there are striking similarities. But Fox together 
with others of the great mystics succeeded in doing something 
which Albert did not do. He succeeded in making the insights 
which came to him in the disturbed period the organizing center of 
a socially acceptable new self. He carried with him from out of the 
disturbed period a continued outreach after the best and a con- 
tinued fidelity to the promptings of his deeper self which enabled 
him to grow steadily in the direction of inner unification on a 
basis conceived of as universal. 


* American Journal of Sociology, July, 1932, “The Problem of Values.” 
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ProGnostic S1GN-Boarpbs. 


According to the interpretation set forth in earlier reports dis- 
orders of the acute type are dynamic and purposive. They are prob- 
lem-solving experiences and the problems with which they have 
to do are spiritual ones in the strict sense of that term. Any forecast 
as to the outcome should therefore be based upon moral stock- 
taking. We must look back of the outward symptons to the inner 
meaning of the experience in terms of the patient’s own picture 
of himself and of his own scale of values. What do these symptoms 
signify as regards inner forces and motivations which make either 
for life or death, for renewal or for destruction? That is the 
question we must answer if we are to form an intelligent judg- 
ment as to what is likely to happen. However on the basis of the 
facts thus far considered it is possible to set down certain objective 
indications which may assist us in arriving at the inner meaning 
and thus determining the direction in which the patient is likely 
to go. 

1. The chances of recovery depend in large measure upon the 
possibility of making an adjustment in the life situation which will 
be acceptable to the patient. Where the situation is lacking in con- 
structive factors and admits of no solution, where the patient has 
nothing to come back to, he may indeed be restored temporarily 
but he is not likely to remain well. But on the other hand where 
the outlook is hopeful, where the patient has ability, where he is 
acceptable to his social group, and where the instinctual claims are 
not too completely in control, there the outlook for recovery is 
good. 

2. The significance of the reaction patterns must be carefully 
considered. A sharp distinction must be drawn between those which 
represent the end results of malignant character tendencies and the 
acute disturbance characterized by ideas of death, of cosmic catas- 
trophe and cosmic identification. The latter are to be regarded as 
attempts to break up the malignant sets and attitudes which stand 
in the way of the patient’s growth and functioning and to make 
possible a reorganization. The more sudden the onset and the more 
acute the disturbance the more likely is the patient to recover, pro- 
vided he can be protected from self-injury and from physical 
infection and exhaustion. In many cases the acute disturbance 
serves to change a malignant formation of the paranoid type into 


Vv. 
th 
eS 
e- 
ed 
vid 
ef 
ic 
ip 
ve 
tal 
he 
at 
he 
er 
to 
cal 
ich 
er 
ily 
cal 
ta- 
lal, 
ind 
Ox 
oth 
her 
ing 
hts 
of 
the 
on- 
led 
a 


578 EXPERIENTIAL ASPECTS OF DEMENTIA PRECOX [Noy 


a benign reaction. The acute disturbances tend either to make or 
to break. They may send the patient to the back wards there to 
remain as a hopeless wreck, or they may send him back into the 
community in better shape than he had been in for years. The 
outcome will depend upon the elements which are present, partic. 
ularly upon the presence or absence of an acceptable nucleus of 
purpose around which the new self can be formed. 

3. Suffering may be looked upon as remedial. So long as the 
patient is suffering and has an appreciation of the seriousness of 
the ordeal through which he is passing, there is ground for hope 
that his condition may improve. The presence of inappropriate 
moods and attitudes is a bad sign. Facetiousness of the manic 
variety is perhaps an exception, though it may be taken to indicate 
that the sufferer is not likely to achieve an enduring solution of 
his problem. But the significance of easy pleasure-taking during the 
stormy phases of schizophrenia, particularly that of the erotic 
variety is accurately represented in the old Greek legend of Proser- 
pina and the pomegranate seeds. The sufferer remains in Hades, 
Equally ominous are the surly and bitter attitudes. 

4. Attitudes of frankness and self-blame are favorable indica- 
tions. Unless there are complicating factors those who commit 
the unpardonable sin get well. So also do most of those who are 
able to bring themselves to talk over their real problems with 
someone who understands. If that can be brought about the suffer- 
ing and the danger of a severe upheaval may be avoided. 

5. “ Voices” and other hallucinations indicate a stirring of the 
deeper levels of the mental life, something which in itself may be 
helpful as well as destructive. Their chief significance lies in what 
they reveal as to the inner trends and attitudes. 

6. Great caution must be exercised in passing judgment on the 
basis of objective behavior. The important question is always what 
the particular behavior means to the patient and its relationship to 
his accepted objectives. 
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A STUDY OF FORTY CASES EXHIBITING 
NEOLOGISMS. 


By ELIZABETH LYNN BRYAN, M.D. 


To most physicians the word neologisms suggests pathology ; to 
the philologist they are not always abnormalities. According to 
Logan Pearsall Smith,* we add 20 to 30 new terms each year to 
our current speech, and undoubtedly we need them. When one 
considers that there are seventeen meanings for the word beauty, 
carefully specified by Ogden and Richards? in their book on the 
Meaning of Meaning, our limitations in self expression begin to 
be appreciated. Smith made a list of concepts for which we have 
no word; but there are neologisms from laboratories, libraries, 
workshops, streets and nurseries: they arise and persist often in 
spite of heated discussion; in spite of gross errors—perhaps you 
do not know that hydrogen should be named oxygen. Lavoisier 
(1776) thought oxygen the essential component of acids; the gas 
therefore was named oxygen from the roots “ to make sour or 
acid”: now we all know that hydrogen is the essential in acids; 
and it is no more necessary in the making of water than oxygen.* 

A brief consideration of neologisms from the point of view of 
the philologist seems fundamental in evaluating the word inven- 
tions of the insane. Purists abhor many of these creations: Bur- 
rowes called some of Samuel Johnson’s neologisms (among them 
cremation, sensory and decussation) “ the illegitimate offspring of 
learning by vanity.” Johnson himself was offended at the general 
license not only to coin new words but to use them in different 
senses from their established meanings.* Yet, Shakespeare, Milton, 
Burke, Irving, Huxley, Keats, all invented words. Observe the 
offences of Keats quoted by Mead from the criticism of Keats’s 
“Endymion” in the Quarterly Review of September, 1918, and 
study the similarity of his invention with those of some of my 
patients. The criticism reads as follows: 

“We now present some of the new words with which he adorns 
our language: We are told that turtles passion their voices, that 
an arbor is nested, and a lady’s locks are gordianed up; and, to 
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supply the place of the nouns thus verbalized, Mr. Keats, with 
great fecundity, spawns new ones, such as men-slugs and human 
serpentry, the “ honey-feel” of bliss, wives prepare needments and 
so forth. Then he has formed new verbs by the process of cutting 
off their natural tails, the adverbs, and affixing them to their fore. 
heads. Thus the wine out-sparkled, the multitude up-followed, 
and night up-took; the wind up-blows and the hours are down. 
sunken. But if he sinks some adverbs in the verbs he compensates 
the language with adverbs and adjectives which he separates from 
the parent stock. Thus a lady whispers pantingly and close, makes 
hushing sighs, and steers her canoe into a ripply cove, a shower 
falls refreshfully, and a vulture has a spreaded tail.” 

Among the crusaders against this vice were William Cullen 
Bryant who made an “ index expurgatorious ” and tried to deport 
“humbug, taboo, raid, ovation, talented and reliable”; and Swift 
who tried to do away with the word “mob.” Yet only the dead 
language can exist without neologisms. According to Brander 
Matthews ; ° “ the word factory is likely to work in double shifts 
in periods of intense mental and physical activity” and “to go 
on half time or to shut down when existence is uneventful.” The 
time of Queen Elizabeth illustrates the former condition, that of 
Queen Anne the latter according to Mead.* Archer, an English 
critic said: “As American life is far more fertile of new condi- 
tions than ours the tendency toward neologism cannot but be 
stronger in America than in England.” Is it the bizarre intra- 
psychic life in our patients associated with a natural communica- 
tiveness thwarted and handicapped by inadequate social intercourse 
that is at the foundation of their word-invention ? 

Everyday life affords abundant illustrations of neologisms. The 
deliberate invention of a language by an insane patient has been 
cited by Baird * together with the symbols he invented to express 
his neologisms. Lewis Carroll’s*® similar attempt in the poem 
“ Jabberwocky ” will be recalled— 


“Twas brillig and the slithy toves 
Did gyre and gimbel in the wabe.” 


There are numerous slang neologisms in the up-to-date New 
Yorker. But as Brander Matthews® said: “ The mortality of 
slang is terrific—like babies and widowers they are hard to carry 
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through the second summer, and if they do survive it is proof 
positive that they are worthy to live.” Children are said to coin 
new words but many of these are mispronunciations as suggested 
by adults.*® Their cipher languages are said to be comparable to 
some primitive languages; the women of Borneo have built up a 
system of speech by the mutilation of syllables or new attachment 
of syllables. Jean Piaget** in his book on “ The Language and 
Thought of the Child” does not cite neologisms. 

Why, in any case, are neologisms evolved? Ogden and Rich- 
ards ?* quote Ingraham’s nine reasons for language, namely: (1) 
“To dissipate superfluous and obstructive nerve force, (2) for 
the direction of motion, (3) for the communication of ideas, (4) 
as a means of expression, (5) for purposes of record, (6) to set 
matter in motion, (magic), (7) as an instrument to thinking, (8) 
to give delight merely as sound, (9) to “provide an occupation 
for philologists.’”” Ogden and Richards give only five functions of 
language: (1) “ symbolization of reference,” (2) the expression 
of attitude to referent, (3) the expression of attitude to listener, 
(4) the promotion of effects intended, and (5) the support of 
reference. In these strivings to express ourselves we grope inade- - 
quately to convey meaning ; our words are plastic, therefore inexact. 
“O wondrous power of words! by simple faith, licensed to take 
the meaning that we love!” 

Attempts to throw light on the origin of language have led 
some investigators to the study of animal sounds and communi- 
cations. Garner thought that apes had a language. Furness 
succeeded in teaching an orang-outang the words “ papa” and 
“cup” but found these words rarely used. Yerkes ** found that 
chimpanzees used the same sounds for emotions and special con- 
ditions such as hunger. In all, Pillsbury ** concludes that animal 
experiments have been of little value, as the animals communicate 
emotional attitudes by a wide range of different sounds. 

The same author?” quotes three theories of the origin of 
language: the “ bow-wow ” theory that names were given accord- 
ing to the sounds produced by the object, the “‘ pooh-pooh ” theory 
that names were given from natural exclamations called out by 
the event, and the “ ding-dong ” theory so called from the emphasis 
it placed on the ringing out of some natural sound from the indi- 
vidual. He thinks these theories imply that thought existed before 
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speech ; that the mind was full of ideas needing communication— 
a premise he believes erroneous. He quotes Wundt’s statement 
that “animals are quiet because they have nothing to say,” and 
outlines briefly Wundt’s theory: “that every excitation and every 
idea tend to induce some movement; that the simplest form of 
communication consists in the revival in the hearer or observer 
of the mental state that has produced the sound or the facial ex. 
pression, or gesture ; inferring that excitations precede understand. 
ing.” He observes that the expressions of anger are the survival of 
movements made by animals chewing an opponent ; the hiss of the 
snake, the twitter of the birds are survivals of analagous ex. 
periences. The spoken “haa” is often unconsciously uttered by 
the natural result of air pushed through a relaxed larynx during 
the consummation of effort—‘ sounds follow the general law of 
overflow of motor impulses.” He believes tonal inflections and 
difference in emphasis were probably the most primitive vocal 
expressions of feeling. Beyond these primitive forms the theories 
are sO numerous and varied that “‘ where all men are blind one 
man’s vision is as good as another’s.”’ 

In the adoption of a word symbol Ogden and Richards ** say; 
“A sign need have no similarity whatever to what it signifies,” 
(The same object acting under similar circumstances arouses the 
same sign so that different signs correspond always to different 
sensations.) Logan Pearsall Smith *® said: ‘‘ The best words do 
not contain their definitions ; they are labels and not explanations 
or at most do more than evoke some single and striking aspect 
or quality of the object they denote.” 

In children the earliest words are said by some observers to be 
words of command, by others to be words accompaning action. 
Up to the age of 7 or 8, according to Jean Piaget,?° child thought 
is egocentric, autistic, and tends to ignore causality ; the child is not 
especially concerned with the effect his speech has on the auditors. 
This circumstance is cited as a factor that enables the child to 
invent as the spirit moves him and so to make light of the objective 
of his utterances. Such autistic and symbolic thought has long 
since been left behind in the normal adult. Does it not still exist 
among my patients? 

White,”* writing of the language of schizophrenia, observes that 
the animals are mere systems of reflexes; thought only became 


D 
0 
0 
e 
Ss 
d 
i 
t 
a 
si 
t 
lo 
cc 
ag 
pl 
a 
lo 
De 
th 
tic 
Sp 
ap 
ill 
su 
a! 
sif 
Sc. 
as 
an 


1933] ELIZABETH LYNN BRYAN 583 


possible when synaptic types of nervous systems came into being. 
As Hobson says, “ experience is in its full detail incommunicable, 
only incompletely made intelligible to other individuals by means 
of language or other form of symbolism.” “ Thought and lan- 
guage,” White continues, “ are just rather ingenious dexterities that 
enable us to find our way about.” He holds that the language of 
schizophrenia is the same as in the normal but the thought process 
different ; he apparently agrees with Bleuler that there is a weaken- 
ing of associative links that tends to produce incoherence. He holds 
that the derivation of schizophrenic condensation, deterioration 
and formation of symbols lies in the habit of thinking in concrete 
complexes. The primitive man is prone to give a word to a whole 
situation, not to a part of it; he doesn’t use the same word for 10 
when speaking of 10 fish that he uses in speaking of 10 canoes. 
Probably there are many phylogenetic factors in schizophrenic 
thought and and symbolization. According to Storch * there is a 
loss of boundaries of the ego and the outer reality becomes a 
mere reflection of the inner world, a symbol of the soul and its 
conflict. The battle of the ego oriented toward ethical values 
against the repellent instinctive urges is projected into the cosmic 
plan and takes the form of onslaughts of mythical powers on one 
another. As this loss of the boundaries of the ego goes on one 
loses his urge to effort, his self assertion and realization of inde- 
pendent existence ; eventually the ego cannot separate itself from 
the personality of another and ideas of magic power arise. 

This term “ thinking in complexes” may need some clarifica- 
tion; the man who has to have a different word for 10 when 
speaking of different objects is thinking more in images than in 
abstract ideas. The schizophrenic also tends to use this eidetic 
type of thought as well as to think in quality complexes: (An 
illustration of a quality complex would be a complex sensation 
such as that felt on entering a hall wherein is a great celebration 
and one becomes aware of the din, the flashing of lights and the 
sight of a moving mass of people.) Eventually the thinking of the 
schizophrenic sinks to so primitive a level that it may be described 
as a concrete perceptional level ; then the patient seems to feel that 
“thoughts can be manipulated as though they had substance,” or 
more clearly they fail to distinguish between actual perceptions 
and thoughts. Then hallucinations come into the picture. All my 
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patients who exhibit neologisms are hallucinating or have a history 
of hallucinations ; is this their level? 

Storch thinks the apparent distortions of words may be due to 
a desire on the part of the schizophrenic to avoid some syllable 
or phrase embarrassing to themselves, or taboo; and the insertion 
of substitute words or letters may take place along lines of think. 
ing in complexes ; an analogy is in the speech of the Zulu women 
of the Zulu king who to avoid using the names of their male kin 
must mutilate words. 

Fleishbacker ** believes that an organic process lies at the base 
of schizophrenic speech disturbance. Stransky ** opposes this view, 
as do many others. Frostig *° believes that the neologism appears 
when the function of the intentional trend is turned aside or in- 
hibited, appearing as an inspiration; he believes it evidences a 
personal allegorical quality which we are wont to find in schizo- 
phrenia. He conceives of some neologisms as resulting from a 
tendency to recount experiences checked by a feeling of anxiety 
derived from the innumerable experiences of loneliness, weakness, 
isolation and longing for power, fame and recognition. He attrib- 
utes their genesis to a functional weakness in the comprehension 
of reality. Schilder *° believes the imagery and other phenomena 
of schizophrenia are expressions of the personality upon a more 
primitive level and are due more to psychological than to toxic 
or organic processes. 

But every authority seems to insist that this return to thinking 
in images is not a deterioration, merely a return to a different order. 
Children and poets too have concrete images of a hallucinatory 
clearness. 

Harry Stack Sullivan *’ denies that schizophrenic thought in its 
symbols and processes shows anything exterior to the gamut of 
ordinary thinking including therein reveries and dréams. The 
extraordinary symbol situations have their parallels in the ex- 
travagances of dreams and “ their occurrence is not explicable on 
the basis of any novel cognitive process.” We feel personally that 
Piaget’s description of autistic thought with its ignoring of causal- 
ity, egocentrism, indifference to the effect on the auditor, its aim- 
lessness, incommunicability and satisfaction of organic desires may 
be normal for the child; like Markey ** we doubt it; it is not 
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normal for the mature; but this type of thinking is common to 
if not almost pathognomonic of schizophrenia. 

Schneider *® makes an apt comparison in speaking of schizo- 
phrenic neologisms: “Thr Freisteigen wird ebenfalls durch die 
Uneindringlichkeit des Vollzugs begriindet.” (The free ascent is 
dependent upon (founded upon) the impenetrability of the paths). 
The uncommunicable experience which our patient for some reason 
is willing to refer to must be expressed in new symbols. 

Neologisms have been classified as displacements, condensations, 
and distortions; however I prefer Schneider’s classification as 
more exact and more in keeping with the philologist’s conception. 
He classifies neologisms into five types. (1) Verwelchung, the 
Frenchifying or Italianizing of a word; we have “ thiefus,” an 
American college graduate’s expression for a thief, similar in 
formation but Latinized into a noun. (2) Abwandlung, the 
changing of a verb to a noun suggests to Schneider a trend toward 
cosmic experience. We have patient Elizabeth MacL. who spoke 
of the “ nearing of a masculine figure ” ; Margaret C. said she was 
“real-estated ” in explaining that she means that money was paid 
down in advance for her delivery here; Mary B. speaks of the 
“bedrudgers ”—and Elizabeth F. compounds words 4a la Keats ( ?) 
and says she has the power of “turn-in,” that is “ that a woman 
could turn into a man,”—‘ the power of turning in a piece of cake 
or pie without going to the store.” The last of these does seem to 
show a trend toward cosmic experience or magic. (3) Umformung, 
is the simple transformation of a word; Lila C. invents the word 
“camerist ” which means those who “ go before the camera” and 
may mean one who takes a picture.” (4) Wort-zusammensetzung 
—(word-compound) is common: the “ I-maker,” the “ ribbon- 
sparkle” (planet) “cherry-pain” and “ Frank-mistress.” (5) 
Neuschépfung varies from the words carefully spelled out and 
explained such as “ fyscopathic” and “ vicyce lightse,” “ theo- 
pathy” and “adamousius” to “ poive,’ “ yourkin,” “ waxene,” 
etc., that one must spell and explain if one can. There are 
interesting compound phrases that are too fascinating to separate: 
“Paidland,” “‘ the Becourse or (Because) Trust Company,” “ poor- 
nuor-shudderslide,” “‘ Glass-pantsee,’ “ L. M. A.,” “ Bi. M. A.,” 
“D. A. Invisible,” ete. 
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In studying these 40 cases, I had to eliminate some who had 
language difficulty-and some of whose words were unknown to 
me but probably not new; also cases whose productions were go 
poorly enunciated that I could not always distinguish them: Nellie 
C. probably produces an enormous number of neologisms but with 
her distant air and almost toothless mouth I can rarely make out 
a sentence. In all I interviewed over 800 patients, briefly but with 
essentially the same questions, and the neologisms came out without 
any special effort. There may be many more cases with neologisms, 
but in a series of 800, this incidence is neither remarkably high 
nor low. 

The diagnoses are not all dementia przcox, although there are 
schizoid factors in every case. We have one general paresis, tabetic 
form, one manic-depressive, one psychosis with cerebral arterio- 
sclerosis, and one alcoholic psychosis, chronic hallucinosis in this 
series. Of the 36 cases of dementia precox, 27 are paranoid, 3 
are classed as simple, 3 as hebephrenic, 1 as catatonic, and 2 un- 
differentiated. 

The duration of the psychosis is not significant. The onset in 
3 cases is unknown. 16 cases have been psychotic for less than 
10 years, 8 for less than 20 and more than 10, 6 for less than 30 
and more than 20, 4 for 30 or 40 years, and 3 for more than 4o 
years. Apparently neologisms occur in a type of patient rather 
than at a stage in the disease. 

In going over the anamneses, there were many gaps. 27 were 
discussed as to their sociability and of these 17 were described 
as sociable or friendly. 

Mentally there are only 2 described as below normal intelligence; 
Io were described as above average, a high ratio. 6 were not 
definitely classified. This bears out Harry Stack Sullivan’s corre- 
lation of ability to evolve symbols with primordial potentcy: that 
the ability is far more common among individuals of high intelli- 
gence and talents. 

With regard to clinical symptoms, all have hallucinated at one 
time or another. 22 are over-productive, and only 8 under-produc- 
tive. One must picture them as with active tendencies toward 
communication, and their neologisms are probably in common daily 
use in their conversations with “ voices.” Several said it was from 
the voices that they first learned the new words. 
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Of course they are delusional: one interesting fact observed is 
that as a group they are, in an unusually large proportion, grandiose. 
About 27 of the group are deity, political powers, rich or otherwise 
fabulously important. Here we see the same mechanism as pre- 
viously quoted from Schneider that “the free ascent is founded 
upon the impenetrability of the paths.” The new words arose when 
ideation was too complex for known forms of expression. Did 
the delusion of grandeur arise from the hopeless entanglements 
of social relationships? Teulie *° claims that neologisms occur most 
often in cases that in their evolution clinically approach paranoia 
more than dementia przecox. 

In their daily life they are superior as a group; all but 7 are 
workers ; one other works fitfully; but some of the rest are ex- 
cellent in the laundry, sewing room and on the wards. There are 
two or three who are definitely untidy, but all care for their own 
wants. They rarely show violence toward others. Markey * sug- 
gests that the symbolic process seemed to furnish a most remark- 
able means of determining group unity, morale and control. 
However from a study of Dr. Gladys Schwesinger’s *” results in 
evaluating the social ethical vocabulary of children and comparing 
their scores with their conduct it would seem that the better morale 
and conduct of this group of patients is more to be linked with 
their standard of intelligence than with their originality in symboli- 
zation. She found that language was not an index of actual 
conduct ; but group averages on vocabulary vary favorably with 
the kind of deportment that characterizes the group. In the case 
of those for whom social cultural training has been emphasized 
there is found to be an increased ability in verbal expression, which 
ability is not attributable to intelligence alone. 

As Schilder ** says, it is almost impossible to get sufficient con- 
tact with the patients to work out per se their mechanisms from 
their own productions. We have seen that the mode of formation 
of some of these neologisms is not unlike their construction among 
normal individuals. The common idea that all neologisms are 
associated with sexual complexes is not borne out by the following 
words—“ fyscopathic,” bedrudger,” “camerist,” “ dirigenta,” 
“gasic,” “‘ real-estated,” “ Frank-mistress,” ‘‘ visioned,” “ hubbled,”’ 
“titler,” “ Paidland,” “the Because Trust Co.,” “ glass-pantsee,” 


“conserviance,” “ catalisted,” ‘theopathy,” “ altuition,” man- 
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site,” “ ribbon-sparkle,” etc. It has not been possible to work oy 
many of the mechanisms to which these symbolisms give us clues: 
however with adequate time we believe some significant factors 
could be revealed. 

It was not our object to throw light on mental hygiene when we 
started this investigation, but it brought us into close touch with 
the logic of the child mind and of the schizophrenic mind. Their 
similarities have been stressed. Can the schizophrenic mode of 
thought be aborted by the teaching of proper habits of thought? 
Is it due to a conditioning at that important age when autistic 
thought is replaced by more rational thinking? This problem is 
one that those versed in child psychology and psychiatry may well 
investigate. 

In conclusion, our study has revealed that the neologisms of the 
insane are originated and constructed in much the same way as 
those of the normal. Possibly with deeper understanding of all 
the languages of the world we might find that all slang neologisms 
have a foreign derivation; this might constitute a difference be- 
tween them and our patients’ “poive” and “iava,” etc.: but 
philologists do not claim that there is not pure invention in some 
normal symbolizations. We have seen that as in normal people 
our patients have had an experience for which their vocabulary 
is inadequate ; a desire to communicate or to refer the experience 
either to real or imaginary persons; sufficient ability to originate 
or evolve the symbol; and too little social intercourse to realize 
the unpopularity and frequent ambiguity of the chosen symbol. 
Probably the great difference in the neologisms of the insane lies 
as demonstrated by Schilder and others in their significance as 
key words to an uncommunicated mental content that with intensive 
study in each case might yield its hidden mechanisms. I have no 
evidence to show their practical value in therapy, except such 
indirect value as lies in a better understanding of the psychotic 
process. 


CASES. 


Cetta W.—Was born in New York in 1900 of Hebrew parents. Her 
father died insane, her mother is in this hospital, her sister has been here, 
and there were three still-born babies, four sisters. 

She had a common school education, and was successful as a saleswoman. 
She was described as irritable, quick tempered and a fairly good mixer. 


I 
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In 1920 she developed peculiar ideas, thinking her relatives were harming 
her and that people were talking about her. Had auditory and visual halluci- 
nations. Continued to earn $32.00 a week as saleslady. 

Three months before admission, she spoke of a man named Ben who gave 
her powders and later mentioned cocaine during her illness. Had been vomit- 
ing off and on since meeting him. 

In 1923 she was admitted to Brooklyn State Hospital in a state of excite- 
ment, followed by a semi-stuporous phase in which she was mute and tube 
fed, with crying spells. Two months later she admitted an unhappy love 
affair, and ruminated constantly upon sexual topics. In the next year she 
began to express suspicious bizarre somatic delusions; cried and wept in a 
excited way, sometimes laughed foolishly. Transferred to Central Islip State 
Hospital in 1927, and finally July, 1928, to Manhattan State Hospital. Here 
she presented absurd fantastic sexual ideas, delusions of persecution, ideas 
of reference, admitted hallucinations. Diagnosis: Dementia precox, paranoid. 

She is still delusional and disturbed, untidy and idle, but she cares for 
herself. She said God is her husband, that he wasn’t very good to her: she 
was cut in pieces, “deathenated,” dead but raised alive. She complained of 
a woman on the other side of the wall who was cutting babies and chopping 
children. 

Her body is a “head-heaven” and God a “ whoumationer,” which she 
defines as a match for the body. She said the “boy-people” upstairs wore 
dresses, and worried for fear they wouldn’t let her give birth in the normal 
way. Her eyes are “drilled out,’ she gets “hit and beaten like men do.” 
Men assault her; she suddenly asserts she’d rather have a man than a woman. 
A man stabbed her to death, and a woman is killing her children day and 
night. In all it really is as she says a “ wasser world,” God’s world and 
requires a queen and godship. 

From her productions we see thinly disguised homosexual tendencies. One 
surmises a conflict over her love affair—religious or ethical. Was she 
pregnant, and now worried over a criminal abortion? Was her love affair 
a failure because of an inability to make a heterosexual adjustment? 


Auice §.—This patient uses a greater variety of neologisms. 

She was born in 1888 in Ireland: had a common school education. Was 
described as bright, smart and capable, popular, frank, fairly talkative, gay, 
easily offended. She came to this country in 1910 and shortly afterward 
was married. One child died at 2 years of diphtheria, there was a still-born 
child; history of two miscarriages. Patient loved children. In 1922 she took 
a trip to Ireland. About that time her mother died. She returned in 1923, 
and by 1924 she was hallucinating. In 1927 she began to complain of elec- 
tricity coming through the floor, in fact had almost an acute upset with 
this new development. She became grandiose, thought a lot of money was 
coming to her and began to lie around idle. 

Admitted to M. S. H., November 6, 1928, with absurd, bizarre grandiose 
ideas, she was Greta Garbo, daughter of Senator Clark, the third Earl of 
Sligo. Serology always negative. There were hypertension, retinal arterio- 
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sclerosis and sensorial defects, so that diagnosis was not clear at first but 
as time has gone on, her schizoid tendencies have clinched. The diagnosis 
is dementia przcox, paranoid. 

At the present time she is overproductive and affect is usually inadequate, 
although once she cried when questioned about her dead babies. She is beauty, 
power, intelligence, royalty, granddaughter of Queen Victoria, sister of the 
Emperor of China, wealthy, and the “Vicyce lightse way truth,” “duma, 
duma, duma, duma, duma,” “blue byrle S. Eal,” “limed from the heavens 
of Almightly God,” etc. 


MINERVA F.—Admitted 1894 at the age of 27. 

Born in United States about 1867. College education. Patient said she 
was in a private institution in 1884 in Denver because her home was tog 
noisy. No occupation. In 1887 she began to be depressed and excitable and 
thought people were stealing from her. 

In 1893 she began to hear voices, and being frightened became violent; 
said her body contained various personages, among them the Lord and that 
she and they had to suffer for all the sin in the world. 

She was taken to Bellevue by Dr. Disney, where she admitted the above 
ideas, said she heard the Lord trying to speak to her and said she was the 
victim of mysterious spiteful people who stupefied her and cast “ these things” 
into her by their miraculous strength. At M. S. H. in 1894. She said she was 
here through a scheme of the N. Y. Sneak Thief Gang. Delusions against 
mother and sister; said she was the Trinity and that the Lord Jesus was 
inside of her. She was apathetic. Diagnosed chronic melancholia—later 
changed to dementia przcox, paranoid. 

Subsequently noted as apathetic, again as intensely depressed. She said 
she slept with a spirit every night. In 1895 she began to sew and until 
1924 worked in the sewing room. In 18096 she began to call herself the 
“Almightly Minnie.” In 1897 called the hospital a “bad house” and called 
the fare cannibalistic. Said she was hypnotized. 

She had forgotten recently that she was once the “Almighty Minnie” but 
she remembers the gang. A sentence from a recent interview still suggests 
grandiose delusions, an identification of herself with Deity—‘“ I’m a ‘thee- 
rate’ person, ‘thee makers the Lily,’ daughter of the ‘I-maker,’ true maker, 
the white lily born on Easter Sunday, I mean, daughter of the maker himself.” 

Other neologisms, “thiefus,” “stealed,” “thiezed,’ suggest a language 
difficulty incompatible with her birth in the United States and her college 
education. In 1927 her stereotyped words and phrases were first noted. 
She still speaks of Dr. Disney as her enemy, is approximately oriented for 
month and day but says she has been here 1000 years and worked in the 
sewing room for 800 years. 


Mary F.—Admitted 1913. Born in England about 1869: R. C.—Common 
school education, average pupil; left school at 14; lively, bright, neat; seam- 
stress at insane asylum. Married at 19; had 9 children, 6 of whom died in 
infancy of children’s diseases, 3 living and well. Lived happily with husband 
and children. Menstrual periods irregular for 1 year before admission, 
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Early in 1913 began to have fits of laughter and complained of electric 
currents shooting through her heart. She became antagonistic to her husband, 
accused him of drinking and of venereal disease. Listened to voices, neglected 
her work; sprinkled holy water about the house to dispel Jewish spirits, and 
rubbed a crucifix over her son’s body to protect him from Jewish persecution. 
Turned from her husband and two younger children; thought her husband 
accused her of improper relations. Some one named Rito talked to her 
across the river—he is a Jew devil who wants her to give him a bag of gold. 
Thought the patients were here for immoral purposes. 

The neighbors were Jewish; she said an acquaintance once came to her 
and asked if her husband had to marry her; that her husband had bowed to 
some brazen woman; that her mother-in-law slandered her. 

Neologisms first noticed 1921, at which time she talked of a divorce. 

The patient is still a laundry worker, neat; continues delusional and ap- 
parently hallucinating. When recently interviewed she responded reluctantly 
and exhibited considerable affect associated with her delusional ideas. Some 
of her remarks could not be recorded; they were uttered rapidly, with the 
train of thought not easy to follow. She said spontaneously : 

“It’s this lady here (designating the doctor) recognizes murder and I 
don’t belong to it. It’s a divorce I belong to: you think that I recognize 
murder, I don’t, I recognize divorce. He is the divorce. He is the murderer. 
He gave me a dead baby and I’m not allowed a dead baby. The baby was 
born dead.” 

When asked “ How many children did you have?” she answered: 

“T can’t make it on the dead list. The child they brought over here in 


cotton batting.” .... The rest of her remarks could not be recorded. 
Q. “What did you mean by Paidland, the Because Trust Company?” 
A. “That belongs over the air. That belongs to a law building. .... 


He sits right there on a pair of stairs—he is a born-murdered man and I 
can’t live with him!” She is excited; sounds frightened and angry. 

Q. “What is his name?” A. “George F.” (patient’s husband). 

Q. “What is Paidland?” <A. “That’s in front of the Because Trust 
Company,” referring to the cottage where patient sleeps (probably). 

Q. “What is the Becourse Trust Building?” A. “ The building where 
they go in to wash” (laundry). 

Q. “Why is it called a Trust Company?” A. “ Because it takes care of 
all the wash tubs, all the bath tubs—it’s heated by ranges.” 

Q. “Where did you get that name for the Becourse Trust Company?” 
A. “I belong to such things over home.” 

Q. “Why do you call it Paidland?” A. “It is Paidland because it is the 
very highest lawyer.” 


Jennie S.—This patient is of special interest because she suggests schizo- 
phasia and has numerous neologisms. 

Admitted 1904. Born in Connecticut about 1861, the youngest of 6. Early 
development normal. She was bright, ambitious, cheerful, made and re- 
tained friends; studious, attending school until 16, then studying music and 
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painting. Married at 31, never pregnant but devoted herself to her husband’s 
business until February 1904. At various times her husband lost large sums 
of money about which she worried. 

In 1901 she thought she was followed by detectives employed by those who 
wanted her position. In February, 1904, it seems she stopped business, and 
in July became idle and thought she was poisoned. At a parade she saluted 
the police officials and called herself a daughter of the regiment. She talked 
about President Roosevelt, said his father had been murdered; that she would 
do anything she was told to do but wouldn’t speak of this voice she heard, 
In September, 1904, she stood in the street twice and stopped the cars, 

At Bellevue she saluted the doctors in military fashion saying—* The 
President of the United States commands me to salute you..... I just 
got a message from him”; delusions of grandeur. 

At M. S. H. she also said she was a secret service agent; then her stream 
of thought was connected and clear but she made peculiar motions, 

It is interesting that the first recorded neologism was “ goobala” in 1907 
when interviewed by Dr. Meyer. He also noted the tremor of her head. 
In 1915 Dr. Kirby noted several other neologisms. 

Since 1910 she has worked in the laundry. For years she has denied 
hallucinations. Her neologisms include “ poives,” “ sprig,” “goobala.” Her 
definitions are unreliable; she said her mind was “ inflated” at one time: 
at another said she was “partsway” insane. Stream of thought too dis- 
connected for much study of etiological factors. 

Diagnosis—dementia przcox, paranoid. 


‘ 


NEOLOGISMS. 
Neologism. Patient’s Definition or Association. Patient. 
Thee-rate ........... unexplained “I’m a thee-rate person’’........ 
Thiefus eee re ae not defined but used in connection with her Minnie F. 
Thiezed in ....... 
Stealed in ........ } 
M 
Fyscopathic ........ ** everything that moves; that applies to statements 
eee “an actor, a player; you must be in the pictures ”.. Lila C, 
Dirigenta ........ --'a philosopher.” ‘I am a dirigenta for twenty- 
two years, the only one in the world”’........... Josephine J. 
Gasic (power) ...... these fire alarms have the gasic power of vision, 
the whift of the wind, some power from the gas Henrietta B. 
we're facical powered—all of us”’............ 
Smiley-piley ...... 
unexplained—date to 1903. Lilli M. 
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Neologism. Patient’s Definition or Association. Patient. 
BOuUW veccecececcees Mrs. B. is the right hand bouw (spelt by patient) 
of those who use the crocodile machine......... Annie S. 
Exhilation .......+- spelt by patient, explained as her invention to 
Trump-out }unexplained mma V. 
Hoeing-spells 
Diplomated ......-- graduate? “I am a diplomated nurse”’.......... Anna A. 
re -“‘limed from the presence of Almighty God ”.... ) 
“binding the peace with God and Man” ....... 
Blue Byrle in S. Eal..‘‘ would mean that the vein of me would be in 
‘the heavens of Almighty God ”’............ >Alice S. 
Vicyce ‘an endowed vicyce from father and 
Prostasyntax .....+. “that’s a company that surrounds the world”’... 
way truth...“ put the E to lights”. 
Oster ostetter ...... a state right, a virtue right”... 
Muzzlers ........+. -“‘the muzzler to a coma—you can’t speak while 
they have the hand over your mouth ”—speaks 
of Muzzle-law -Anna G. 
Poor nuor shudder ‘“‘ nuor” means neuritis, neurological institute, 
advanced colds, escaping from our 
Mutterlies ....... ..»‘‘ The years go by controlled by spirit of pany — 
ous mutterlies, doctrines slightly mutual, can’t 
Real-estated ........“*to put a deposit of five dollars down cocnelk a 
flat. I was real-estated by the hospital ”’..... Margaret C. 
Frank-mistress ..... - (of the world)—‘ that means all the stones, the 
whole world and money all belong to me”........ Anna L 
Commotional ........ used in referring to hallucinations............. 
Visioned ....... I rather visioned, reviewing things ”’......... Elizabeth McL 
-‘‘the nearing of a masculine figure”’.......... 
Cherry-pane (pain) ..“‘ from having children ”’.............cceeeeee8 Mary Mcl 
a -- ‘that belongs over the air—that belongs to a 
Because Trust Co...‘ because it is the very highest lawyer ’”’....... Mery 
“the building where they go in to wash’”’....... 
means pulling like somebody pulling down some- 
thing—like I got something in the shoulders...... Augusta F. 
King of Neb. Neb.. 
4. not defined “ varied catalisted vocabulary ”..... ..Edna J 
Conserviance ....... “we people see that you sit with us to eat’’...... Elizabeth P. 
(power of) turn-in...‘‘ that a man could turn into a woman”........ 
‘the power of turning into a piece of cake or pie }Elizabeth F. 
without going to the 
Capiturne visible ....‘‘ we go in there to eat” (cafeteria?)............ Elizabeth F. 
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Neologism. Patient’s Definition or Association. Patient. 
Glass-Pantsee ....... “‘ glass is the mirror; pantsee the clean office— 
the water they clean windows Mary 
Genusee ..........0. “‘means man, strength, gender, father”.......... Kate C, 
Wamene “I’m deathenated, held in waxene water”...... Celia W. 
Tranofer ........... referring to previous occupation presumably but ‘Margaret R. 
Ribbon-sparkle ...... “IT renewed my child on the ribbon-sparkle planet 


last night; it’s where they get the stuff to make 
ribbons; not from worms—from a preparation ”’....Julia S, 


..“Alta is the heights; tuition is the feeling of a 
Adamousius ........ “means brain thought and theopathy from the }Edith B. 
time of Adam down and therapy ’”’............. 
_ unexplained: “they give me Marguerite P, 
PNR, occcvcacsace unexplained; answer to “ Where are we now?” 
Archipela .......... unexplained; answer to “‘ What is the name ot S 
ee unexplained—date to 1917 when word salad noted..Rosa D. 
Gedders .......... 


Cameoleon .........“ Those that fly with wings” (including patient)..Anna J. F. 
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EXPERIMENTS ON IMAGINATION, AFTER-IMAGES 
AND HALLUCINATIONS.* 


By PAUL SCHILDER, M.D., Pu.D. 


Clinical Director, Bellevue Hospital; Research Professor, 
New York University 


Human beings live in a world of objects which they perceive. The 
perception is an immediate experience. The objects are given to us 
in their fullness. The perceptions have the character as Jaspers puts 
it of “ Leibhaftgkeit,” they have an immediate self-presence. The 
outside world appears in them. But there is another category of ex- 
periences. This is the world of the mental images of the represen- 
tations in which we represent this outward world to ourselves. They 
are only pictures. They are not self-present and they are not 
“Leibhaftig.”” We generally have the naive belief that our percep- 
tions do not deceive us and that we know when we perceive and 
when we only represent. The study of psychiatric cases shows us 
the embarrassing fact that the patients perceive in an unmistakable 
way where there are no outward objects. This embarrassing fact 
is the hallucination which constitutes not only a central problem of 
psychiatry but also of psychology and philosophy. This problem has 
been approached from various angles. One has studied the phe- 
nomenological characteristics of hallucinations and Kronfeld has 
ventured the hypothesis that a careful description of the hallucina- 
tion shows deep differences between perception and hallucination. 
But the words and actions of our patients speak too clearly against 
such a differentiation. 

From the descriptive point of view the hallucination is a percep- 
tion. Others have pointed to the deep similarity between repre- 
sentation and perception. The hypnagogic hallucinations lie, in their 
character, between representations and perceptions. And even the 
image of everyday life has many qualities and characteristics which 
we generally ascribe only to the perception. Thinking about a be- 
loved person who is absent we see him before ourselves as if we 


*Studies of the Research Department of the psychopathic division of 
Bellevue Hospital. 
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could grasp him. It is true we are then in a peculiar state of mind 
which lets us forget the immediate presence. It may be that there is 
a special state of consciousness which makes us overlook the differ- 
ence between presence and representation. Even in every perception 
we see more than the immediate data. Every perception is not only 
presence but representation, or in other words, there is an illusional 
element in every perception. Hallucinations and illusions therefore 
come near to our daily experience and the world of imagination and 
the world of reality do not seem to be so far apart. In early experi- 
ments I have shown that when we wilfully produce optic images 
concerning our own body, changes in the actual sensation occur, 
When a subject is asked to imagine his hand three times as big as 
normal he may feel this imagined giant-hand heavier and this feel- 
“ing of heaviness is an actual sensation. When subjects are ordered 
to imagine a straight line and vestibular irritation takes place, the 
line shows apparent movements which correspond to the movement 
of actual objects. Images follow therefore similar laws as percep- 
tion does. As careful psychological studies of Jaensch and his 
school have shown there exists a whole class of experiences 
(so-called eidetic images) which unite the characteristics of images 
with those of perceptions. 

In these experiments there is no change in the consciousness and 
it seems that imagination may come near to perception without a 
marked difference in the consciousness. One may try to gain a 
deeper insight by this method of careful description and classifica- 
tion of psychic experiences. One must also not forget that in the 
world of dreams everybody experiences what we call hallucinations. 
Although descriptions may give us a preliminary understanding of 
the problems nevertheless the more careful our description the more 
problems arise. We have therefore to try to find another way for 
the understanding of hallucinations. 

Even a superficial study of hallucinations of psychotics reveals 
that they are in connection with the life problems of the individual. 
There is an emotional factor in the hallucination. Psychoanalysis 
has taught us to understand this language of hallucinations. They 
express the emotional needs of the personality. The world of objects 
becomes richer when the wish is strong enough. I have already 
formulated this in the following way: The structure of hallucinated 
objects can be understood when we consider the life of the instincts. 
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In normal perception the individual is enabled thereby to reach the 
parts of the world with which he needs to make contact. In repre- 
sentations that come close to reality, this act is repeated and adapted 
for the individual. Perception and representation are expression as 
well of the biological instincts as of the organic constitution. The 
hallucination is the expression of a biological part-desire which has 
become autonomous. There is no question that this way of study- 
ing hallucination inaugurated by Freud has given us a deep in- 
sight into the emotional genesis of the hallucination. 

But in the formulation which I have given it immediately becomes 
clear that we have to supplement this way of studying by the study 
of the organic qualities of perception, imagination and hallucination. 
Here lies a field for experimental studies which may lead to a deeper 
insight into the structure of the hallucination. When objects are 
exposed to subjects only a very short time in tachistoscopic experi- 
ments, the perception is not only incomplete but very often also 
erroneous. The mistakes which are made in tachistoscopic experi- 
ments are a very simple instance of an experimental hallucination. 
It is remarkable that the tachistoscopic perception shows a charac- 
teristic quality of the hallucination, namely, that they very often 
express the emotional attitude of the individual. When Muenster- 
berg called out to the subject the word “ despair” and exposed 
afterwards tachistoscopically the word “ Triest ” (an Italian town), 
the subject read instead of Triest, Trost (consolation). In tachi- 
stoscopic experiments which were made with Dr. Ross we exposed 
to subjects among other, pictures of a boy in which one arm or one 
leg was missing. A great number of the subjects saw the complete 
figure. They did not want to accept the fact of mutilation. In some 
cases the subject declared that the boy was running—representing 
a compromise between what they saw and what they wanted to see. 
The tachistoscopic experience is therefore more plastic to the wishes 
of the subject. That came especially clearly into the foreground in 
children to whom a naked figure was shown. Depending on their 
modesty they saw the figure dressed (the time of exposition varied 
between 1/50 and 1/100 of a second). 

Tachistoscopic experiences show therefore a tendency to illusional 
changes according to the emotional need of an individual. 

In an important study, Poetzl has shown that the tachistoscopic 
experiences of the normal person are very similar to the full per- 
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ception of the optic agnostic person. In both cases we find that the 
perception is not only incomplete but parts of the picture are trans. 
posed. When such a transposition of a picture takes place parts 
which do not belong to each other may be condensed. Ross and] 
showed our subjects figures in which the mouth was missing. Some 
of them saw the nose missing. The defect was transposed to another 
part of the perception. Transposition and condensation are also 
important characteristics of the optic agnostic. Poetzl has shown a 
patient with optic agnosia a bunch of flowers and the patient saw 
later one of these flowers instead of the tie of another person. What 
should have been a mere remembrance (of the flower) appears now 
as the perception. Every observer of optic agnostics has been aware 
of the tendency of the agnostic to illusions. Agnostic perception as 
well as tachistoscopic, therefore, blurrs the borderline between per- 
ception and representation. And in both cases we find condensations 
and transpositions in which the emotional determination is some- 
times obvious. It is easy to recognize that the experiment in the 
normal and the experiment of nature (to use the term of Adolf 
Meyer) in the agnostic, furnish experiences which are closely re- 
lated to hallucinatory experiences. 

But there are even simpler ways of experimentation in this field; 
these comprise the careful study of eidetic images and of the imagi- 
nations of normal persons. 

I reproduce here the protocol of an eidetic experiment which I 
have performed. The subject looks at first at a picture of playing 
children. On the left side is the leader wearing the cap of an 
hussar. In a short distance four boys are pictured in costumes, the 
third one with a drum which is in the centre of the whole group. 
The second boy of the group wears a green pointed cap. The first 
one has a bluish-green apron. The last boy of the group holds a 
wooden sabre. After the picture is removed the following eidetic 
picture appears. Above the midline appears a red pointed cap, a 
white drum with a red borderline. On the drum is a drum stick. 
The drum is, in relation to it, too low. A squirting movement of 
the drumstick like bubbles of champagne. In the right visual field 
is something green which comes from outside, it is lower than the 
drum. The faces of four boys are a little blurred. The picture is 
above the plane of the cartoon. Renewed effort to see the eidetic 
image lets the four figures come out clearly. Again an apron ofa 
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shoemaker which stands lower than the row of the boys. All that 
in the right visual field. Conscious that there must be something 
in the left visual field at the same time, a raised wooden sabre .. . . 
during the whole the drum remains in the foreground. High above 
the drum a little boy is marching. The movement of his legs at first 
like those of a doll, then in a phantastic whirl and the leg becomes 
longer. A trumpet is moving quickly before his mouth. Some parts 
of this picture come from a previous experiment. Subject has finally 
the feeling of an arbitrary play . . . . The subject is now shown the 
picture again for a comparison. He says, “ The drum was also the 
most interesting part in the picture. The sword has been transposed 
to the left side. The green and blue come from a previous experi- 
ence. The figure on the left side of the picture did not play any 
part.” It is interesting that the figures have been seen above the 
drum in the eidetic picture although the subject knew that this was 
erroneous. The result of this and similar experiments was that the 
eidetic pictures appeared in parts, and that one part of the picture 
may disappear completely. The reappearance does not occur in the 
primary arrangement ; there are transpositions in space. They con- 
cern either the shape or the color or both. Figures can be turned 
and transposed in space. The color frequently changes its char- 
acter ; it is looser and diffuses from the object into space. It becomes 
what Katz has called a “space color.” The material which is trans- 
posed is used and condensed in a free way. The pictures are cut 
into parts. Movements are transformed from the moved to the un- 
moved, or they are interchanged. The movement has very often an 
unnatural character and is only in a loose relation to the object. 

There is no doubt that the eidetic images have a structure which 
is not only similar to the structure of the optic agnosia, but also 
to the structure of the hallucinations in the dream and the hallucina- 
tions generally. 

Kanner and I have studied the optic images (not differentiating 
them from the eidetic images) and have given special consideration 
to the movement occuring in optic images. The subjects were first 
asked to provoke in their representation straight lines and simple 
geometrical figures. In a second series more complicated figures 
(rose, house, horse, dog, child) were represented. In a third group 
the subjects were asked to imagine moved objects either animated or 
unanimated. The optic representation of human movements was 
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the object of special studies. Movement of other individuals and of 
one’s own body were examined. The subjects provoked the optic 
images either with the help of pictures which were previously shown 
or spontaneously. They had to keep the optic images as long as pos- 
sible and to report changes occurring therein. Almost all subjects 
see lines and simple geometrical figures in movement. There is a 
scintillation and fragmentation of the shape and a diffusion of light, 
Waving was common. Very often there were multiplications. Not 
only the foreground of the optic field is changed but also the back. 
ground. Very often clear cut shapes disappear completely, and be- 
come uncharacteristic and instead of the outline of a face a straight 
line may finally appear. Rotations from the left to the right side 
and vice versa often occur. When animals and unmoved human 
figures were imagined the imagination constituted wild movements 
without any connection with the imagined shape which destroy the 
shape and dissolve it. Sometimes the object as a whole went into 
unnatural movement. When the representation of moved objects 
was asked, only a few of the subjects saw natural movements, 
Others experienced exaggerated movements which did not fit to the 
character of the objects and destroyed the object. Another type saw 
instead of a connected movement a series of pictures which were not 
connected with each other. In others the optic picture remained 
rigid and did not move in spite of the effort of the subject. Kinaes- 


thetic sensations were then mostly present. Some subjects moved ° 


the pictures, experiencing a strong effort. Whenever the object was 
imagined in movement the picture changed and was distorted in the 
direction of movement. An arm imagined in movement became 
longer. The pictures became smaller or larger. The dysmorphopsia 
increased when persons were imagined in unnatural postures. When 
the subjects imagined a figure with his head turned exaggeratedly to 
the right, the figure showed abnormal distortions. The imagined 
movements very often contradicted the structure of the object and 
even went into spirals. Human beings appeared like dolls, like 
rubber figures or like marionettes. When the subject imagined 
movements of his own body he had to fight against the immediate 
experiences of the senses. Limbs optically produced were ghost- 
like, elongated or shortened. The movements were more rigid and 
jerky. Imagination of movements which were unusual and uncom- 
fortable increased this phenomena. With the optic imagination 


I 
ti 
e 
t 
t 
t 
t 
t 
t 
t 
t 
i 
1 


1933] PAUL SCHILDER 603 


tactil-kinaesthetic sensations in the actual limbs were very often 
experienced. 

These experiments show that the changes in the perception of 
movement which occur in occipital and parieto-occipital lesions may 
occur also in the images of normal persons. I have observed with 
Hoff a syndrome occuring after parieto-occipital lesions in which 
the patients turn spontaneously around their longitudinal axis. The 
postural and righting reflexes are increased and multiple hallucina- 
tions and metamorphopsias occur. Changes in the tone and in the 
motility influence the shape of perception and images. 

We come therefore to the conclusion that the accessory phe- 
nomena in the imagination of normals are in many respects similar 
to pathological perception which occurs after cortical lesions. On 
the other hand, as I have mentioned, there are intimate relations of 
tachistoscopic experiences to both normal and pathologic perception. 

One may, of course, say that all these experiments do not lead 
to an understanding of hallucinations. Images belong to the subject, 
hallucinations to the outward world. But I have already mentioned 
how easily hallucinatory elements mix with agnostic and tachisto- 
scopic perceptions. And the eidetic images and vivid optic images 
generally have many qualities in common with perception. It is 
true that hallucinations only occur when the individual does not 
take the inner attitude of imagining but the inner attitude of per- 
ceiving. It is beyond the reach of the present experimentation to 
bring the individual from the one attitude to the other attitude. But 
it is a great step forward when we are able to provoke with such 
simple methods phenomena which in their matter and substance are 
identical with phenomena one sees in dreams and hallucinations. 
The phenomena of the optic imagination are dream experiences in 
waking persons. 

But there is another series of experiments which point to the close 
relationship between imagination and perception (hallucinations). 
These phenomena react to vestibular irritation in a similar way as 
do real perceptions. According to Bibring-Lehner, it has been 
proven that most of the subjects see eidetic images at the beginning 
of the vestibular irritation in the Barany chair, turning in a direc- 
tion opposite to the turning of the chair. After stopping the pictures 
go into the direction of the original turning. Very often the whole 
picture does not make the movement but only the details. We find in 
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those experiments also an unspecific increase in the tendency to 
movement in the picture and at the same time there are also jp. 
creased tendencies to the disintegration of the eidetic images, ]t 
seems as if the vestibular irritation would increase the tendency to 
movement and disintegration which we have seen in optic images, 

Before we discuss the phenomena in hallucinations which cor. 
respond to our experiences in normals we have to emphasize that 
what we have found for one sense is true also for the other senses, 
Bromberg and I have recently studied tactual imagination with a 
similar technicque. We asked our subjects to imagine wilfully 
touches on the skin, at first single touches and then two or more 
simultaneous or successive touches, lines and simple geometrical 
figures. 

We also asked them to imagine objects which they touched. It js 
true that almost every tactual imagination is primarily in connec- 
tion with optic imagination. But very soon tactual and optic images 
develop in their own way and become then independent from each 
other. Tactual imaginations have two parts. The one part is directed 
towards the object, and imagines the tactual quality of the touched 
object. The other part of tactual imagination has the character of 
a sensation on the touched skin (the subject’s skin) and it is this part 
of the tactual imagination in which we are especially interested. It 
has an itching and tingling with the character of an actual sensation. 
There is therefore in every tactual imagination a part which can 
be rightly called hallucinatory. These sensations very often havea 
distinct rhythmic character. Spontaneous movement in the sensa- 
tions occur. Multiplications take place. Two points imagined in the 
sensations merge very often into one gestalt. Imagination of suc- 
cessive touches provokes the impression of curved connecting lines 
between the points, sometimes through the air or moving from one 
point to another. When the distance between the two points is 
greater a slow movement may occur. In the imagination of lines and 
geometrical figures parts may disappear. There occurs also a dis- 
tinct tendency towards curving. There is a marked difficulty in 
imagining angles and crossing-points of lines. An irradiation to 
distant spots of the body, sometimes to symmetrical parts of the 
body, may occur. When an imagination is wilfully provoked there 
is at the same time also a change in the background of the experi- 
ence. We have not only a tendency toward the production of ge- 
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stalten (as in the experiment with the two points) but also a ten- 
dency toward the destruction of gestalten (angles). The prevalence 
of curves is in accordance with well known general gestalt tenden- 
cies. It was a great surprise to us when we studied the after-effects 
of actual touches using the same technique as in the previous series 
but substituting the imagination by actual touch. We found a distinct 
after-effect of rhythmic character, even with slight touches, lasting 
up to three minutes. The general tendencies of irradiation, of the 
formation of the background, of the effacement of certain parts of 
the images, of the building up and the destruction of forms (ge- 
stalten), of movements and curving of lines, and the tendency 
against perception of angles are identical in the after-affects with 
those tendencies in the imagination. 

Vestibular irritation also changes the tactual after-effects. In the 
Barany chair movements of sensations in the direction opposite 
to the turning occur during the turning, but after stopping the move- 
ments occur in the direction of the turning. But there were also 
non-specific effects of turning consisting of a general increase of 
the movements of the tactual after-image without any definite 
direction. 

We may say that in the tactual sphere the result of imagination 
and after-effect of perception are identical. These facts gain in im- 
portance when we compare them with the changes in the percep- 
tion which occur in organic lesions of the central nervous system. 
I myself, Stein, and Stengel, have shown that identical phenomena 
occur in lesions of the spinal cord. We find the increased tendency 
to movements, alloesthesia, irradiation, a tendency to curving, a ten- 
dency against the perception of angles; but every lesion in the cen- 
tral apparatus produces the same effect for tactil impressions. Brom- 
berg and I have observed identical phenomena in cases of parietal 
lobe lesions. In the pathological case, therefore, the experiences 
come to the foreground that in the normal remain in the back- 
ground—a principle which I have often emphasized. 

The relation of those experiences to hallucinations is still more 
obvious in the tactual field than in the field of optic imagination, 
since the tactual imagination leads immediately to wilfully produced 
sensations which we may rightly call hallucinations. We may point 
tothe importance of these findings for the theory of hypochondria. 


| 
t 
a 
e q 
e 
is 
d 
S- 
in 
to 
ne ' 
re 


606 EXPERIMENTS ON IMAGINATION [Noy 


This led to the question of the bearing of our experiments on the 
problem of hallucination. It is well known that mescal provokes 
a psychosis in which the hallucination plays an important part, 
Behringer, Mayer-Gross and Stein have described carefully the 
hallucinations which occur after experimental intoxication. There 
is almost no experience which they report that cannot be matched 
with our experiments on optic and tactual imagination. According 
to Mayer-Gross for instance two stages may be distinguished con- 
cerning the movement in the hallucinations of mescal intoxications, 
In the first stage of outspoken poverty of motion, real movements 
are either not recognized at all or are split up in a succession of 
single and interrupted perceptions. Imagination of motion is abso- 
lutely impossible. In a second stage of exaggerated motility quiet 
objects are seen in constant motion. Reproduction of previously 
seen objects is accompanied by various transformations, modifica- 
tions and variations. Also the experiences relating to colors in the 
mescal experiments can easily be matched with the experiences con- 
cerning optic images. We see that under the influence of intoxica- 
tion that which is going on in the fringes of perception in the normal 
person forms the psychic foreground. It is true that the conditions 
in mescal intoxication, and, I may add in Hashish intoxication, are 
not identical with the experiences in imagination. The consciousness 
during mescal intoxication is considerably changed and whereas we 
deal in the optic sphere in the normal with imaginations, we deal in 
the mescal case with hallucinations. But in the tactual sphere this 
difference is not quite so outspoken. There is another point which 
has to be considered ; the fare-going change in the consciousness of 
the mescal case gives greater strength to the emotional life in com- 
parison with the actual experiences of the senses and the central 
tendencies of the individual use and transform this hallucinatory 
material. 

I have had opportunity of analyzing two subjects who were sub- 
jects in mescal experiences. One sees that the emotional life of the 
subject is closely interwoven with these hallucinatory experiences. 
The subject experienced for instance during the intoxication—*! 
turned to the wall and realized that it is moved by wind like a part 
of the scenery in a theatre; also the bookcase which stands oblique 
in the room seems to change its position continually in the back- 
ground. The lamp is swinging back and forth so that I think one 
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could now discover the laws of the pendulum like Galileo. M. G. R. 
asked me whether I could be Galileo. It comes into my mind that 
the question is a figure of speech since Galileo is dead for several 
centuries and I realize that I am capable of a great idea but not of 
ascientific elaboration.”’ The associations of the subject showed that 
his father was a physicist, and he did not want to be like him. He 
had always felt inferior to his father. Or another instance—‘ I try 
to bring my head into a straight position, I do not succeed—it is 
always oblique to one side.” The association to this shows that in 
the second school year there was a strong emotion in connection 
with a ruler which was not straight. It had to do with the castration 
complex—Jewish descent, hooked nose, inferior genitals (circum- 
cision). Later on there was a playful habit of drawing straight 
lines. Or, ““ My whole body is generally not clearly perceived even 
if I have it before my eyes. When I look at my hand or leg every- 
thing which I don’t see immediately is like melted away. In my inner 
perception I see myself like a seal.”” We deal again with a strong 
expression of the castration complex. 

These few remarks show clearly how closely the change in the 
perception of the senses is interwoven with the problems of the 
personality. We did not analyze our normal subjects but there is 
no question that the phenomena in eidetic images as Jaensch and 
myself have shown are not only determined by the physiological 
factor in the senses but also by the problems of the personality. In 
another case of experimental mescal intoxication the face of the 
experimenter looked like a caricature. Behind that were tendencies 
against the superiors as father images. 

But still there is an unmistakable change in the matter and sub- 
stance of the experiences of the senses which receive their final 
shaping from the tendencies of the personality as a whole. Brom- 
berg and I could show that even in hypnotized persons the basic 
experiences described above are present. They are only elaborated 
according to wishes and ideas of the subject. In the optic and tactual 
hallucination of alcoholics, especially in the alcohol hallucinosis, we 
found many phenomena which were identical in their substance to 
the phenomena described in the optic and tactual images of our 
subjects. There were macropsias, micropsias, dysmorphopsias. 
Buerger reports a case of alcoholic psychosis in which every touch 
provokes the feeling of having something sprinkled on the skin. 
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Other alcoholics feel dust and other multiple impressions on the 
skin. 

It is remarkable, that, according to my experiences, the optic 
hallucinations of alcoholics can be multiplied by vestibular influence 
and also show an increase in their motion. Bromberg has studied 
the tactual after-effects of alcoholic psychotics. He found these to 
be increased and saw a close relation between these tactual after- 
effects and tactual hallucinations. The hallucinations in alcoholics 
are based upon the increase of the phenomena one can observe in 
normals ; what in the normal are accessory products of the percep. 
tion constitute the main topic for the alcoholic. There are doubtlessly 
organic changes in the perceptual fields of the alcoholic which are 
the organic basis for their hallucinations. But the change in the 
consciousness, the deep change in the emotional and psycho-sexual 
attitude of the alcoholic elaborates the primary data of the senses 
and so forms the unit which is called hallucinations. It is impossible 
to understand the hallucination merely as a change in the perceptual 
field but it is likewise impossible to understand the hallucinations 
only from the point of view of the change of consciousness and 
emotional disturbances of the patient. 

In toxic psychoses of all kinds one finds phenomena of primitive 
hallucinations ; floating colors connected with motion may appear, 
and the optic hallucinations generally will bring to mind our ex- 
periences in normals. The tactual hallucinations also have a very 
similar structure. In schizophrenics, Bromberg, using the method 
of tactual after-effects, could not find changes in the perceptual 
field. Schizophrenic hallucination is likewise dependent on the prob- 
lems of the personality—what is going on in the imagination of 
the normal shows the same central factor at work. However thought 
processes and imagination in normals are based upon the somatic 
characteristics of the perceptual apparatus. There is no reason to 
put thought, imagination and hallucination of the schizophrenic, 
into another category. 

Imagination, hallucination, perception follow the same laws. All 
of them can be influenced by the somatic agent of vestibular irrita- 
tion. The hallucination brings those parts of the imagination and 
perception to the foreground which remain in the psychic back- 
ground of the normal person. But also the organic change in the 
central nervous system has the same effect. Shortening of the sen- 
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sual perception in normals provokes again phenomena which are 
similar to the background experiences of the normal, to the halluci- 
nation and to the changed perception in organic lesions of the brain, 
But when I point here to the qualities which are common to all the 
experiences quoted I do not want to suggest that all these experi- 
ences are identical with each other. They have a different meaning 
for the whole personality and the attitude of the personality toward 
them is accordingly different. The state of mind and the conscious- 
ness are different and the emotional life imbues the matter of the 
perceptual experience according to the various needs of the per- 
sonality. We do not think that matter and substance of experience 
and intentional meaning can be separated in the final analyses. 
There must be, therefore, differences in pathological changes in the 
central nervous system, dreams, and hallucination. But we should 
not overlook that all these experiences have a common background, 
all of them belong to the background of the fully developed ripe 
experience of the clear consciousness. They are, so to say, varied 
expressions of the “ unconscious ” parts of sensual perception ; they 
are the “‘ dream ”’ of the senses. 
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DISCUSSION. 


Dr. ARBAHAM Myerson (Boston, Mass.).—I am somewhat at a loss how 
to discuss this paper. Whatever experiments I myself have conducted on 
short exposures of images to people and short exposures of mutilated images, 
have had, on the whole, contrary results to those obtained by Dr. Schilder. 

As far as I can see, the literature as a whole does not show in the 
records of those short exposures where an image is flashed on a screen and 
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quickly removed that there is that direct wish fulfillment or avoidance of the 
painful, especially with the mutilated figures that Dr. Schilder has found, 
I simply state this contradiction as a fact and do not know how to account 
for it. 

The main thesis, however, seems to me of course to be fundamentally 
correct, yet it is a simple thesis when you analyze it. 

There are two parts to a reaction, the agent and the individual reacting, 
It is not at all surprising that individuals react with their wishes and with 
their sum totality of personality to a drug. That is exactly what you would 
expect. That is parallelled, however, by every other fact of human ex- 
perience. One man will eat fish, and like it, and another man will get 
diarrhoea from it. Is there a personality involved in that or a pharmacological 
or organic peculiarity? Another man will eat strawberries and will like 
them, while another will get a toxic rash. One man takes morphine and js 
quieted, and another man is made deathly sick by the very same dose. 

In the use of smaller amounts of drugs, or in the ordinary ways of life, 
a personality of reaction appears, an individuality, if you put it in broader 
terms. (I think the word “ personality” is wrong in this connection.) There 
is an individuality of response to all types of stimuli, whether physical or 
psychological. Not only this, but there is selectivity in regard to stimulation, 

I pass through this city and I see certain phenomena in which I am 
interested; another man passes through and he selects the things in which 
he is interested. These are old observations that we might cite ad infinitum. 
With drugs, there would appear upon the scene for a short time, at least, 
the personality in its uninhibited form. That is to say, one man drunk is 
gay and jolly; another man drunk is morose and belligerent. (I should have 
suggested to Dr. Malamud that he try alcohol, but with both parties to 
the experiment, drinking to see what the effects would be.) If, however, 
the dose of alcohol is increased, you get finally the obliteration of the 
individual differences; both individuals become dead drunk and show 
the same general effects of immobility, rapid pulse and so forth, that the 
drug finally produces. In other words, in drugs you get an individual response 
from the lesser effects; after that you get the full toxic effect of that drug. 

Experiments in the matter of falling asleep have always been interesting 
to me in the light of the images I produce. Ordinarily, I cannot visualize 
anything. My mind deals with words and I see things in verbal form. That, 
I think, is the evolution of any individual who goes through a certain 
amount of training. As I fall asleep at night I visualize images that float 
along slowly. Words do not appear, with the disintegration of my personality. 
With that disintegration, words, the latest product of my evolution, disappear 
and I come to a more primitive way of seeing and feeling things. 

On the other hand, in the early morning as I am waking, if I doze off 
and fall asleep and do it over and over again, my dozing images are in 
definite words. I hear people talk in a pseudo-hallucinatory effect. As my 
energy and integration has come back, my normal personality asserts itself 
with words, whereas the primitive personality, as I fall asleep, concerns 
itself with images. 
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In imagery there is always the question of the sum totality of the in- 
dividuality to be considered :—the state of vigor, the state of health, the type 
of drug used, etc. Images, hallucinations, and illusions are part and parcel 
of the same general process, and are related to the same matters in different 
degree. In one state of vigor or health, or—if you like—of psychological 
integration, one finds images; in others, verbal images; and, in still others, 
hallucinations. Alcohol, like every drug, manifests its effects, whether in 
conduct, images, or hallucinations, according to the degree the individuality 
js involved, so that psychological effects and physiological effects will appear, 
not according to a wish fulfillment basis, but in relation to the individual 
injury. 


Dr. Paut Scuitper (New York City).—First of all, about the experi- 
ments: I wonder that Dr. Myerson thinks that in the literature there are no 
references about this distortion of the pictures. I have quoted Muensterberg, 
but I could quote other literature, too, on this. 

It is not known to me whether any experiments with mutilated figures 
have ever been conducted. I couldn’t find it in the literature, but I think 
whoever will make these experiments carefully will come to the same results. 
The number of our subjects was considerable and the results were, in every 
case, practically the same. 

In order to discuss the second remark of Dr. Myerson it would be necessary 
to go to the principles of psychopathology, and I can, therefore, only stress 
the difference in the point of view. I would like to stress that the difference 
isa fundamental one. In order to state my point of view I want only to 
give one short instance. 

In one of the masculine intoxicated persons the subject saw the face of 
the experimenter distorted. The experimenter was the substitute for the 
father, admired and hated at the same time. Th distortion was due to the 
changes in the sensual apparatus, but the personality factors were not less 
important. The distortions are the immediate expression of the individual’s 
needs which become efficient because of the abnormal state of the perceptual 
apparatus. In contrast to this experience I quote a psychoneurotic case. 
At a certain stage of her analysis the patient found out that she could not 
visualize her mother any more. She had hated her mother. When she tried 
spontaneously to represent before her mind the face of her mother, she 
could see her black hair but the face was distorted and blurred. You see 
here the same problem from the purely psychological angle. 

I emphasize again that many tendencies of the individual come to the 
surface when there is a state of disintegration in the individual. The so- 
called disintegration liberates tendencies of the individual which lie deeper 
and which were repressed by the integrated personality. 
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A METHOD TO OBJECTIVELY DEMONSTRATE 
THINKING DIFFICULTIES. 


By MAX F. HAUSMANN, PH.D., 
Henry Phipps Psychiatric Clinic, Johns Hopkins University. 


It is well known that the complaints “I cannot think,” or “I 
cannot concentrate” are characteristic of many reactions of both 
the parergastic (schizophrenic) and the hypothymergastic (de- 
pressive) types. An effort was made in this laboratory to find a 
means of demonstrating such difficulties objectively, and, if possi- 
ble, to differentiate at an early stage of the illness between the 
depressive and the schizophrenic types of difficulty. 

The battery of tests described in this paper seems to serve this 
purpose in many cases and to that extent can be used as an indica- 
tion if the necessary precautions are taken both in its administration 
and interpretation. 

The “ concentration ” battery consists essentially of three parts: 
atest of the substitution type, one test taken from the Army Alpha 
group, and the so-called “ absurdities test,” which consists in hav- 
ing the subject recognize a number (9) of incongruities of a simple 
nature inserted in a written test. Let us describe the tests a little 
more in detail: 

The substitution test is one of the tests developed in the psy- 
chology department of the Johns Hopkins University. The par- 
ticular form we are using, (Fig. 1), is designated as “‘ Johns Hop- 
kins Psychological Tests E2, Form 5, A-11.” The test is not given 
in the customary way as a speed test, but we use it to obtain a 
measure of the subject’s spontaneous rate of performance. The 
instructions are as follows: “ You see these various symbols on 
this sheet. Up here (pointing to key row) are the same symbols, 
but each one of them has a check mark. Will you now please check 
the symbols in the same way those up here are checked? Take all 
the time you want; the point is to get it accurately.” The pro- 
cedure is timed in minutes (avoid stop watch!), and if the subject 
shows any apprehension concerning this, he is told again that time 
is of no consideration. The normal rate for checking the entire 
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sheet is from about 4 to 10 minutes for adults. Depressed patients 
of the slowed-up type take from about 15 to 30 minutes to finish 
the task. This is, incidentally, one of the objective performances 
which separate the depressions rather neatly into the “ slowed-up ” 
and the “ tension-depression ” types, the latter showing in this 
performance a normal time. 

Sometimes we find that in spite of seemingly good cooperation 
the subject takes an exceedingly long time to get started or to do 
the first line. This is usually taken as an indication to stop this 
test and to give the subject instead a “ complication test,” which 
is a rather sensitive instrument to pick up “confusion” due to 
narrow range of attention, memory deficits, or thinking difficulties 
of a more advanced stage. This “ complication test ” will be dealt 
with at another place. 

Not strictly necessary for the evaluation of the substitution test 
as a part of the battery are the results of trying to distract the 
subject’s attention (tenacity of attention), and the neatness and 
orderliness or lack of it in marking. 

The second test of the battery is the test 6 of the Army Alpha 
Intelligence Test. It calls for the completion of series of figures 
arranged according to certain patterns. For instance, a series is 
given: I, 2, 3, 4, 5,6, — — to be completed, 7 and 8; or 1, 2, 4, 8, 
16, 32 to be completed as 64 and 128. In all, there are 20 such 
series. The subject is again told that it is not a speed test, but 
that it is important to get the series correctly. This test is used as 
an index of the general intellectual level of the subject ; its functions 
in the entire battery will become evident presently. 

The third test is the so-called absurdities test. The subject is 
given a sheet on which is typed a short account of an outing, con- 
taining nine absurdities of more or less obvious nature: 


Test I. 


On a nice March day our club organized a day’s outing. Although 

(1) it had been raining all night, the roads were quite wet and muddy 
in the morning; but this did not spoil our pleasure. We came through 

a woods consisting entirely of fir trees. Unfortunately, there were 
(2) no leaves on the trees as it was still early in the season; how lovely 
this woods must be in summer time when the trees with their shade 
protect us against the sun. Then we saw in the distance a rabbit. 
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(3) I ran after it, but as it ran faster than I did I could overtake 
only slowly and finally caught it. I did not hurt it, but let it g0 
again shortly. Then we came past fields where the farmers 

(4) were harvesting. At noon we arrived at the village where we jp. 
tended to stay. About one year ago the village had suffered heavily 
from a fire; the tower of the church had burned down entirely; in 
memory of this event, there was a tablet at the place 

(5) where the top of the tower had been. In a dairy we asked whether 
we could have milk and cheese, but they didn’t have any at that 
time. They told us they would milk the cows in half an hour 

(6) and that then we could have plenty of both. Of course, we were 
glad to wait and then enjoyed it very much. Most of the crowd now 
remained in the village, but, together with a friend, I made a littl 
jaunt up to a vantage point. We climbed up for half an hour, enjoyed 
the lovely view and then returned to the village 

(7) on a path which was even steeper and also continually uphill. 

With many games the afternoon passed quickly ; we hardly 

(8) noticed that the shadows grew shorter and shorter and we were 
surprised when we saw that the sun was setting. We sat down for 
awhile on the shores of a lake. All of a sudden, a dense fog came 
up from the lake, but it did not spread over a large area; it just 
covered us and all the things close to us disappeared, 

(9) but all the objects in the distance remained distinctly visible. 

Tired, but well satisfied, we reached home after complete darkness had 
fallen. 


The test was first proposed by William Stern (Hamburg) as 
one of a battery to evaluate intelligence in school-children. The 
idea was used in two major investigations: Meins? used it ina 
comprehensive study undertaken in 1919 at the suggestion of the 
school authorities in Hamburg. The problem was to work out re- 
liable criteria for the selection of children who were to be sent to the 
more difficult division of the fifth to ninth grades. The children were 
IO to 12 years old; they numbered approximately 1300. The in- 
structions were different from ours insofar as the children were 
asked specifically from the beginning to correct, in writing, the 
test put before them; i. e., their attention was directed to the de- 
tection of the incongruities. The results showed that the test as 


1W. Stern: Hohere Intelligenztests zur Priifung Jugendlicher, Ztschr. i 
padagog. Psychologie, vol. XIX, 1918. 

2H. Meins, in Peter und Stern: “ Die Auslese befahigter Volksschiiler in 
Hamburg, VIII, Die Priifung der Kritikfahigkeit,” Bhfte. d. Ztschr. f. angew. 
Psychologie, 18. 
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an intelligence test was somewhat beyond the grasp of this age 
level; of the 1344 children, 425 (31.6 per cent) were unable to 
discover any absurdity ; however, 919 children did see that there 
was something wrong; of these, 267 (19.9 per cent) saw I; 205 
(15.3 per cent) saw 2; 162 (12.1 per cent) 3; 135 (10 per cent) 
4; 96 (7-1 per cent) 5; 40 (3 per cent) 6; 13 (1 per cent) 7; and 
1 (0.1 per cent) saw 8 absurdities (in this reckoning our No. 1 
mistake was not included so that there are only 8 absurdities listed, 
as against our 9). The distribution curve therefore shows a con- 
siderable deviation from a Gaussian curve, and is the basis for 
the statement that the test was too difficult for that age level. 
Nevertheless it is well to bear in mind that only 31 per cent of 
these 10 to 12 year old children entirely missed the incongruities. 
Incidentally, the results we obtained with about 35 school-children 
check very satisfactorily with the Hamburg findings. Meins ranks 
the absurdities with regard to their “ difficulty ” as follows (mea- 
sured by the number of times they were discovered): Nos. 9 
(easiest), 3, 7, 5, 2, 6, 4, 8 (most difficult). 

A more difficult version of the test was given to applicants to 
a Normal School. The candidates were 14 to 15 years of age.* 
These results are not directly comparable to ours because the text 
was not the same; nevertheless, it is of interest to note that of the 
137 subjects only six were unable to discover any incongruities, 
while 129 detected from 1 to 12 absurdities. The results indicate 
that the girls grasped quite well what was demanded of them, but 
there were still some difficulties so that a graphic representation 
of the number of absurdities discovered by each individual did not 
show the shape of a Gaussian curve, desired by the Hamburg 
investigator for his purposes. This difficulty need, however, not 
concern us here, as we are not primarily interested in the number 
of absurdities discovered, but rather in the fact whether or not 
the patient could see any incongruity at all; 7. e., an “ all-or-none ” 
sort of response. 

Our translation of the German text is rather crude; we did 
not try to correct this because it works out to advantage inasmuch 
as the subjects who fail to discover the incongruities are thus able 


’Anton Penkert: “Anwendung von Tests bei Aufnahme-priifungen in ein 


Hamburger Lehrerinnenseminar,” Beihft. Ztschr. f. angew. Psychologie, 
XIX, 
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to still make other suggestions for improvements ; in this way we 
avoid a feeling of failure on their part. The subject is asked to 
read the story aloud and afterwards summarize it. To all intents 
and purposes the tests is given as a memory test. For the evalua- 
tion, however, the essential point is to see whether or not the 
subject notices the incongruities. In a good many cases the subject 
points out spontaneously the absurdities. If the subject fails to do 
so, the examiner asks after the synopsis has been given: “Are there 
any improvements you would like to make?”’’ The subject is then 
permitted to look at the story again and read it over as often as 
he chooses. If there is still no criticism forthcoming, the examiner 
asks leading questions such as, “Are there any improvements de- 
sirable as to grammar or sense? Are you certain it makes sense?” 
A good many subjects do not see the absurdities on the first reading 
but discover them when they are led on in the way described. 

Finally, a fourth optional test consists in presenting the subject 
a drawing containing a number of incongruities. These drawings 
can be taken from almost any Sunday Supplement; the one we 
are using is reproduced in Fig. 2. The purpose of this was to see 
the difference, if any, between a visual presentation of incongruities 
(first level of symbolization, closest to physical reality) and a 
verbal presentation (second level of symbolization, farther re- 
moved from physical reality). The instructions here are: “ Please 
describe what you see on this picture.” 

Before presenting the results, we may mention that at the be- 
ginning of the interview and before these tests are given, the patient 
is asked to state his complaint with regard to concentration diff- 
culties. This is done partly to put the patient at ease ; the correlation 
between the complaint and the test results (and the total daily 
behavior!) is however almost nil. 

RESULTS. 

A survey of the results (see Table 1, below) of our battery 
reveals that there is a large group of subjects who see the absurdi- 
ties; those people are for our present purpose “ normal” and do 
not concern us further here. The subjects who in spite of being 
led on fail to see the absurdities can be divided into three groups: 
Group one fails to see the (verbal) absurdities and takes an ab- 
normally long time to do the substitution test (15 minutes or 
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longer). This means that patients whose spontaneous rate of per- 
formance is definitely slowed up fail to see the incongruities, A]. 
though this in itself is of course no explanation, it is fairly plausible 
that their general thinking activities are impeded to such an extent 
as to make impossible the incessant checking up and comparison 
necessary for the detection of the absurdities. 

A second group fails to see the (verbal) absurdities and scores 
low in the Army test (less than 9 to 10 correct). In this case we 
may say that the general intellectual endowment is insufficient for 
them to see the absurdities. Again we know that this is not an 
explanation of their failure, but it is an expression of the fact that 
there is no discrepancy between their general performance and 
their performance in our specific test. 

Finally, there is a third group who do the substitution in good, 
“normal” time (4 to 10 minutes) who rate high in the Army 
test (more than 14 items correct), and who still fail to see the 
(verbal) absurdities. That this cannot be attributed to poor co- 
operation is evidenced by their good performances in the other 
tests. Here, then, we see a definite discrepancy between the good 
(often very good) general intellectual endowment and the per- 
formance in our test. When this is the case, we feel that we have 
before us an impairment of a definite phase of thinking. It is 
noteworthy that many of these patients speak and behave with 
the same lack of critical control that makes them miss the (verbal) 
incongruities. If these patients are, however, presented with the 
picture test (No. 4) they are able to see the absurdities depicted 
thereon. We have therefore the finding that an individual misses, 
in spite of good general endowment, absurdities presented on the 
verbal level and recognizes readily absurdities as such presented 
on the pictorial level (or first level of symbolization). Following 
this lead further we may eventually gain insight into the exact 
mechanism of the thinking impairment, but for the time being we 
must be satisfied with the clinical finding that there exists a group 
of patients who notwithstanding a good rate of performance and 
an adequate general intellectual level fail to see (verbally presented) 
absurdities of a simple nature. 

Table 1 represents in a summary form our results. Up to date 
the test has been given to about 150 subjects. Of these about 100 
were patients in our clinic, about 30 were school children ranging 
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from about 10 years to about 16 years,* and about 20 were student 
nurses in this hospital. The table is more or less self-explanatory. 
It is divided into two parts: the first one comprises those who 
passed the test successfully ; the second one those who failed. Of 
these, three sub-groups have been made: those where the failure 
goes together with retardation ; those whose low intellectual equip- 


TABLE 1. 
SUMMARY OF RESULTS. 
3 Fails to see absurdities. 
: | 
Secu | a 
Patients (106) .......... 53 8 17 23 5 
| 
School children (35).... 18 3 13 | I 
Student nurses (18).... 13 ) 5 
Column 1/Column 3 


ment may be held responsible, and finally, those who show a dis- 
crepancy between the speed of performance, their general mental 
equipment, and the performance in our test and where we there- 
fore speak of a specific thinking impairment. 

Two typical histories of patients belonging to the last group 
(column 3) are the following: 


Case I. Mr. La—, a college boy of 21. Since the age of 14 he became 
solitary, asocial, lonely. In his third year at the University of he 
became interested in philosophy to the exclusion of everything else. Later he 
“became lost in abstractions ” and “ his ideas ran away with him.” He began 
to comply with his thoughts and impulses, doing these “ under command from 
God,” “groping for the infinite.” He walked naked into the hall of the 
dormitory; on other occasion he threw off his clothes and swam out into a 
harbor following thus “ God’s commands.” He felt he was conversing with 


*Our results on this point are not entirely conclusive; we expect to con- 
tinue gathering norms around this and higher age levels. 
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God and the Infinite—that he was put into a trance by the Infinite. He 
imagined that he was having coitus with a student girl, and felt that he was 
hypnotizing her. He had many other sexual ruminations: he thought that 
he would be changed into a woman and that he was giving birth to a child, 


Case II. Miss Ho—, a girl of 19. Patient came to the clinic complaining 
of inability to make decisions, vagueness of thinking, indefinite Worries, 
“hallucinations of masturbation,” worry over possible sterility following 
masturbation as a child. She showed concern and discouragement over the 
persistence of these indecisions, etc., leading as far as suicidal thoughts, 
Emotional outbursts were followed by general apathy, periods of day-dream. 
ing, with an occasional increasing interest in abstract philosophizing. She has 
a sense of loss, she feels “ emotionally crippled.” 


We now have to consider just what this “ specific” thinking 
impairment implies. First, as to terminology and classification: 
We certainly cannot say that a patient who shows this thinking 
impairment is schizophrenic, because the measurement of a circum- 
scribed, small part-reaction of the type dealt with here cannot be 
the criterion for an entire type of reaction. We may hope to de- 
velop eventually a sufficient number of adequate tests for the mea- 
surement of psychobiological reactions and that then we can turn 
around and change our classifications to suit the results of objective 
methods, rather than base them on the observation of more or less 
individual performance. 

More important than this question of terminology is the question: 
What is the course and outcome of the illness, part of which is 
the presence of the thinking disorder? We may say that the 
presence of this sign is not necessarily ominous. In many cases 
we found that a general improvement occurred and that then the 
absurdity test (tried with an alternative story) was passed success- 
fully. A more definite indication as to the probable depth of 
involvement of the illness can be obtained by combining the concen- 
tration battery reported here with another test bringing into the 
open possible impairments of judgments. This method, the so- 
called “ dart throwing test,” has been described at another place‘ 

For an understanding it must suffice to mention the following: 
The patient throws series of 10 darts at a target; he can secure 
scores ranging from zero to a theoretical maximum of 60 (ten 
darts in the bull’s eye). After a few preliminary trials, the patient 


4 Hausmann, Max F.: A Test to Evaluate Some Personality Traits,” Jl. of 
General Psychology, April, 1933. 
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js instructed to “ bid” or “to make a contract” for his scores; 
his score depends on how accurately he “ bids,” as there is no 
bonus for “extra” points, but a rather heavy penalty for being 
“set.” Very good cooperation is readily obtained in practically 
every case and is essential for the validity of the test. Depending 
on whether or not the subject does or does not fulfill his contract, 
we deal with a psychobiological experience of success or failure. 
We are interested in the patient’s reaction to this experience as 
determined by his adjustment of the following contract. 

We obtain by our method 30 separate reactions to success or 
failure and have in the aggregate a good sample of various traits 
of the personality. On the diagrams, the points O, connected by 
the upper line, designate the “contracts” as they follow each 
other; the points ., connected by the lower line represent the 
results, the scores, — in other words, the black area represents 
the losses. 

It is clear, among other things, that the least black area would 
indicate the best judgment, 7. e., the best combination of flexibility 
and perseverance in making adjustments. Inspection of our Figs. 
3 and 4 show even without close scrutiny that the judgment dis- 
played in Fig. 4 is grossly impaired, while the performance shown 
in Fig. 3 cannot be considered such. These two figures represent 
the performances of the patients whose case histories we outlined 
above. Miss Ho— (Fig. 3) shows hardly any impairment, while 
Mr. La— gives evidence of a deep disturbance of judgment. 


SUM MARY. 


A method is reported which purports to demonstrate objectively 
“thinking difficulties”; 1.e., discrepancies between the general 
intellectual endowment and certain specific performances. It is 
hoped that this method can eventually be used to help to differenti- 
ate between “ depressive” and “ schizophrenic” reactions at an 
early stage. 

After describing the procedure, the results are presented in 
Table 1. Two typical case histories of the group showing a dis- 
crepancy are presented. It is pointed out that in combination with 
another psychobiological method a fair idea can be obtained of the 
depth involved in the disturbance. 
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TRENDS IN PSYCHIATRY AS DISCLOSED IN STATE 
HOSPITAL RECORDS. 


By SIMON STONE, M.D., 
New Hampshire State Hospital, Concord, N. H. 


Outwardly institutions may appear alike; inwardly they differ 
considerably from one another. Austerity and formality may char- 
acterize some of them; the spirit of research and self-absorption 
may be outstanding in others ; one group may roll on independently, 
oblivious to change, while others reflect the steady advance of 
science; in all the spirit of helpfulness and sympathy should 
dominate. 

Carlyle said that history represents the biography of great men. 
This applies to institutions as well as to nations. Adolf Meyer 
at Ward’s Island and Worcester, Cushing at the Brigham and 
Southard at Danvers represented the nucleus around which the 
life of the institution revolved during their time and their influence 
becomes a permanent endowment of the institutions they have 
served. 

Most state hospitals have been built because an acute need has 
arisen in the community for their type of service ; and like others 
of the same type, the New Hampshire State Hospital has passed 
through many trials and changes from the date of its opening on 
October 28, 1842. From a modest beginning with an average 
capacity of 75 beds during the first year, the capacity rose to 
1800 beds in 1932. During these years of growth and development, 
changes in policy and treatment have necessarily taken place, and 
the hospital records in themselves represent a splendid mirror of 
the progress and trends in psychiatry in the United States in the 
last 90 years. 

The early part of the nineteenth century, following the work of 
Pinel and Esquirol in France, and Tuke in England, saw a com- 
plete revolution in the methods of treatment of the insane in this 
country. It is worth while remembering that up to the year 1815, 


*Written for the ninetieth anniversary of the New Hampshire State 
Hospital, October, 1842-October, 1932. 
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the only separate public institution for the treatment of the insane 
in the entire domain of the United States was the Asylum at 
Williamsburg, Virginia. There was not a single institution jp 
existence in New England at that time. The McLean Asylum, 
then in Somerville, was not built until 1818. It was the firs 
hospital to usher in the new era of humanitarian treatment of the 
insane in New England. The Hartford Retreat for the Insane ip 
Hartford, Connecticut, was next to open its doors in 1824. Both 
were privately controlled institutions and catered mostly to patients 
whose families were able to pay for their maintenance. Of state 
controlled institutions, the Massachusetts State Lunatic Asylum 
of Worcester, which opened in 1833, was the first in New England, 
It was followed by the Vermont Asylum for the Insane in Brattle. 
boro in 1836, the Maine Insane Hospital in Augusta in 1840, the 
New Hampshire Asylum for the Insane in 1842, and the Butler 
Hospital in Providence in 1847. By that time all of the New 
England states had definite facilities for caring for the mentally 
ill within the state borders. 

Most men in psychiatry today are probably familiar with the 
methods used in the treatment of the insane before the above 
named institutions came into existence. A perusal of old hospital 
records or recommendations to the different legislative bodies of 
the early part of the nineteenth century, in regard to the necessity 
of building special hospitals for the insane, will disclose a dark 
page in the history of psychiatry, consisting of a mixture of ig- 
norance, cruelty, and misunderstanding of the problem of insanity. 
But a new leaf was turned and the humanitarian spirit becomes 
strongly in evidence when the records of the newly opened insti- 
tutions are examined. I shall quote widely from our records taken 
at different periods, as I feel that nothing can serve as a better 
index of evolution in psychiatry than the statements of contempo- 
raries analyzed at a later period in history. 

Dr. George Chandler was the first superintendent of the new-born 
institution at Concord. This is how he outlined his policy for the 
treatment of the patients. In his first report in 1843, he wrote: 
“Our intercourse with our patients is friendly and social. We 
treat them as companions and equals. The law of kindness does 
away with all the mystery in the treatment of the insane. We 
should be scrupulously honest and candid with minds diseased, 
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not to equivocate or deceive them.” Dr. Chandler served as super- 
intendent from 1842-1845 and the records left by him are unexcelled 
for that period in their clarity of description of symptoms and the 
ynderstanding of the patients’ problems. 

The year 1842 is known in the religious history of the state as 
a year of religious turmoil and unrest. The records of the hospital 
well testify to this fact. An epidemic of religious paranoia—second 
adventism—was passing through the state, and 30 per cent of all 
admissions were classified as of religious origin. Five years later, 
in 1847, after the religious fervor had subsided, only 5 per cent 
of the admissions were assigned to religion as a cause. Dr. Andrew 
McFarland, who succeeded Dr. Chandler in the superintendency 
of the new institution, well summarized the situation in his annual 
report in 1852. “‘ Current popular delusions,” he states, “ usually 
leave the most enduring traces on the records of lunatic hospitals. 
The first page of entries on the Folio Records of the Asylum 
commencing with the 29th of October, 1842, and terminating 
February 25, 1843, is a page of instructive history that has no 
precedent or analogy. History records many instances of the 
insanity that has suddenly affected multitudes, but all failed to 
leave so sad a history written as this volume will preserve of the 
‘Miller Delusion’ which was just reaching its acme as the doors 
of this institution were thrown open to receive its infatuated 
victims.” 

The first case admitted to this hospital was suffering from 
religious paranoia, and Millerism was given by Dr. Chandler as 
the predisposing cause. The record of this case is instructive as 
it gives us an idea of the treatment and records of that period. 
All records were kept in long hand in a book and appear in the 
superintendent’s own handwriting, with progress notes added at 
varying intervals. “ William Copp of Tuftonboro,” so the record 
follows, “aged 35, of nervous and billious temperament, of large 
bony and muscular frame, came into the Asylum on October 29, 
1842.” I shall digress and quote Dr. Chandler’s report of the 
case to the trustees. “On October 28th of 1842, the Asylum was 
so far completed and furnished that one man and myself stayed 
over night in the establishment; and the next day a very violent 
and noisy man was brought to us.” Here we shall continue with 
Dr. Chandler’s history of this violent and noisy man. “ Patient’s 
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father was well off in the world and William’s education was at. 
tended to. He was a member of the Orthodox Church and he was 
distinguished for his gifts in public prayer.”” The family history 
follows, which is brief and concise: “ His aunt and sister were 
insane.” 

“His illness followed a protracted Second Advent meeting 
which he attended. Said he could do his own preaching and was 
Jesus Christ himself. Would preach to his family for hours. His 
wife called in the neighbors as she did not feel safe with him and 
then he became jealous of her. 

“He was brought to the Asylum with irons on his hands and 
wrists. He was bled by his physician in the arms and head without 
apparent benefit. The medicine prescribed in the Asylum was 
deobstruents and narcotics the last to the controlling effect. Soon 
after his arrival at the Asylum he said that the buildings were his 
and that he was God Almighty Himself. He took a small looking 
glass and dashed it in pieces, and said, when asked why he broke 
the glass, ‘ To show you I am the Great I am, and I have the power,’ 
Supposing it necessary that he should have some personal restraints, 
we, after some considerable opposition, put on the wrists some 
confinement such as he had worn at home. Not long after he 
pressed to go out on the gallery and again I had to try my strength 
with him.” Hospital superintendents don’t wrestle any longer with 
their patients. Dr. Chandler continues: ‘‘ He at last found it vain 
for him to go out when I was present. He then looked at me and 
said to himself, ‘I believe you are the strongest and you must 
be God,’ since which time he called me God and father, and after 
a few days he called me father so familiarly that he supposed I was 
his own father who died fourteen years ago.” Mr. Copp stayed 
only eight weeks in the hospital when his wife on a visit judged 
him to be as well as he appeared to be and took him home. 

Case follow up was rather brief at that time as the following 
report indicates. ‘ One week after his return home, he was doing 
nicely,” as his friends said. 

“ April—Heard that he went some miles alone to transact busi- 
ness. Appeared quite well.” 

“ June 1843—Heard he was better, attending to his affairs but 
not well.” This concludes the case of William Copp. 
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That the time of the patients was well taken up in some form 
of occupational therapy is recorded in the following manner by 
Dr. Chandler. “ When the weather has been suitable, our patients 
have walked abroad, or worked in the fields with their attendants. 
We have a joiner’s room with tools for those that can use them. 
For amusement we have chess, cards, graces. The females sew 
and knit. Pleasant days they walk out and ride about the village 
with horse and carriage. We have singing parties with instrumental 
music.” 

Dr. Chandler was succeeded in 1845 by Dr. Andrew McFarland, 
who followed faithfully the humane policies of his predecessor. 
Restraint, he felt, was only necessary in extreme cases. “ Only 
two individuals were ever placed under restraint, and then only 
for the protection of others. A leather belt around the waist, with 
wristbands which loosely confine the hands, is sufficient for the 
purpose. For those inclined to tear their clothing, a mitten con- 
fined to their hand is put on. 

“Our diet is always abundant, and of the best quality. The 
best of meats and the choicest brands of flour only are used. But 
one kitchen supplies the whole establishment, and officers, at- 
tendants, and patients partake of the same food. 

“From the many who formerly enjoyed the Asylum’s benefits, 
we often receive visits, letters, and tokens of kindly remembrances, 
which evince the strong hold the institution has upon their grateful 
esteem.” 

In 1850 Dr. McFarland absented himself for six months, “ for 
the purpose of recruiting health somewhat impaired by five years 
of uninterrupted attention to the duties of his office and also for 
the purpose of visiting the hospitals for the insane in different parts 
of Europe.” 

A total of 21 hospitals were visited by Dr. McFarland in England, 
France, and Italy. He summarized his impressions as follows: 
“With the exception of the Imperial City, which once gave laws 
to the world, every civilized state seems to have made the well 
being of the insane a subject of prime question. “ However,” he 
adds, “ we do not suffer in comparison. Indeed, there is much 
reason for self-gratulation. Our institutions are better organized, 
and if our edifices for the reception of lunatics be not as spacious, 
we are already alive to their deficiencies, so there is no obstinate 
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adherence to exploded designs. We have no mischievous precedent 
gray with age to be annihilated.” 

In 1852, Dr. McFarland was succeeded in the superintendency 
by Dr. John E. Tyler, who served until 1857, and the next year 
accepted the superintendency of the McLean Hospital in Somer. 
ville, and the professorship of nervous diseases in the Harvard 
Medical School. Dr. Tyler was succeeded by Dr. Jesse P. Ban. 
croft, a man of keen insight into the problems of his patients, 
besides being endowed with excellent executive abilities. Psychiatry 
in that period was still trying to emerge from the bonds of em- 
piricism and philosophy. That every patient should be treated as 
an individual problem, that mass treatment of psychoses is not 
applicable in scientific work, and that the physical condition of 
patients may have a bearing on their mental condition, Dr. Ban- 
croft strongly emphasized. He remarks in 1860, “ No particular 
theory of medical or moral management has been exclusively relied 
on, but the indications for treatment have been sought in the fea- 
tures of each individual case. In a large proportion of cases ad- 
mitted, there has been found necessity in medical treatment. Either 
as the cause of the mental disturbance or the effect of continued 
operation of disturbing mental or moral influences, disturbed physi- 
cal function is generally found to exist. Whatever the functional 
disturbance may be, its correction is an early object of attention, 
and this is not infrequently followed by immediate restoration to 
mental health.” He also noted the types of individuals predisposed 
to mental disorder, and he describes in 1866 the introvert of Jung, 
and the “shut-in” personality of Hoch, in the following terms: 
“ Still again there is the silent undemonstrative individual, given 
up to a state of ‘ brown study,’ distraction, and reverie, a waking 
dream, which if not broken in upon, works mischief to the brain 
and mind. The morbid concentration of the thoughts upon self, 
with an intensity proportional to opportunity, the mind inclines 
to retire within itself, shut out the rest of the world, and make 
itself the center of all thought and interest.” It is a striking de- 
scription of the type of individual later classified by Kraepelin as 
belonging to the dementia przcox, and by Bleuler to the schizo- 
phrenia group. 

In 1887, the “Old Man” Bancroft was succeeded by his son, 
Charles P. Bancroft, or as he was then called, the “ Young ” Ban- 
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croft. For 30 years Dr. C. P. Bancroft directed the policies of the 
institution, to be succeeded in 1917 by the present superintendent, 
Dr. Dolloff. The Bancroft family was thus connected with the 
institution for a total of 60 years. 

The latter part of the nineteenth century saw the birth of a new 
branch of medicine, endocrinology. Schiff’s work on the thyroid 
gland prompted Brown-Sequard to suggest in 1880 the use of 
thyroid extract in myxedema. In 1889 he suggested the use of 
testicular extract in neurasthenia and other disturbances of the 
central nervous system. The success which followed the treatment 
of psychoses due to myxedema with thyroid extract prompted the 
wide application of thyroid therapy in the psychoses. Oftentimes 
when a new drug is announced and favorable results reported by 
one or two observers, a wide field of application is found for the 
new remedy till further experiment determines its exact therapeutic 
value. In psychiatry, especially, new drugs were frequently used 
with no scientific foundation, except the fact that the case appears 
to be hopeless, and the results, by miracle, may prove satisfactory. 
Fever therapy and insulin therapy were used in a number of mental 
conditions, following their discovery, till the time when their 
therapeutic status was more fully established. In the period 1896- 
1900 thyroid extract was reported upon as being of great value 
in treatment of insanities. In October, 1899, William Mabon and 
W. L. Babcock reported on the favorable results obtained with thy- 
roid extract in numerous cases of insanity. In 1900, Dr. Bancroft 
summarized the value of thyroid extract therapy as follows: “ Thy- 
roid treatment has been faithfully tried with but indifferent results. 
He also added in his report that, “ dormiol and chloretone, the 
latest hypnotics, are still being tried in suitable cases.” 

I shall quote one record from that period to illustrate the con- 
dition in which the extract was administered and the amount used. 
Carrie M. Tibbetts, admitted May 29, 1899, 21 years old, single, 
diagnosis—primary dementia with masturbation as predisposing 
cause. She was thinking, on admission, that some one was after 
her, that she was not going to live, and expressed a desire to be 
alone most of the time. Talked bitterly about her father and 
other members of the family. She was put on thyroid extract 
in increasing doses up to 45 grains daily. Later the dose was in- 
creased to 60 grains, and for two days she was receiving 80 grains 
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daily. (Rather an heroic dose even for an insane patient.) Appar. 
ently she did not benefit from the treatment as the report states that 
six months later she appeared childish and demented. A number of 
other contemporary records of a similar nature bear out Dr. Bap. 
croft’s summary of the results. 

In 1896 Kraepelin, in the fifth edition of his “ Psychiatrie,” 
began formulating some new ideas in regard to mania, melancholia 
and dementia, terms used in classification of insane patients at that 
time. In the sixth edition of his book (1899), he clearly formulated 
the concepts of manic-depressive psychosis and dementia precox, 
Kraepelin’s new concepts gained acceptance in this country rather 
slowly at first. The term “ dementia pracox—katatonia,” appears 
first in the records of the hospital in the diagnosis of some cases 
in 1900, though it did not gain wide acceptance till 1903, when it 
displaced the old classification of “dementia.” Not until 1904 
did the new terminology of Kraepelin replace the old, in the hos- 
pital records. A paper by Dr. A. E. Brownrigg, of the hospital 
staff, on dementia precox, katatonia, published in 1900, probably 
gave an impetus to the acceptance of the new classification in this 
hospital. 

Of the different single factors predisposing towards mental 
disease, heredity must necessarily be considered as being of greatest 
importance. No systematic study of the hereditary factors in the 
individual psychoses was made till Rudin, in Germany, began his 
classical studies in 1905. Though his publication did not appear 
till a later date, his work became early known and was followed 
by the work of Mott in England, and the Mendelians in the United 
States. The work of Davenport in the Eugenics Record Office 
in IQIO-I1 was paralleled by the study of Goddard of the Kallikak 
family, the work of Rosanoff and Orr in Kings Park Hospital, 
Flood, on epileptics in Monson, and Cotton in Trenton, N. J., 
before the problem of focal infection diverted the latter’s attention. 

The eugenists were out to prove a certain point, and were rather 
successful in their researches. Myerson’s studies of the Taunton 
series did not appear till 1916, and his masterful criticism of the 
work of the Mendelians not till a later date. Heredity in the period 
1910-1916 was the keynote of psychiatric research and the prob- 
lems of eugenics and genetics were occupying the foreground in 
psychiatry. The hospital records of 1911-1912 disclose a large 


193 
nu 
out 
of 
the: 
legi 
pas 
gre 
Th 
red 
effi 
tha 
ter 
ex 
th 
d 
su 
as 
nc 
re 
01 
ac 
t 
0 
1 
C 


1933] SIMON STONE 635 


number of cases where extensive hereditary studies were carried 
out through seven and eight generations, and including hundreds 
of members. If no definite problems in heredity were solved by 
these investigations, they helped in winning the interest of the 
legislature in the problems of eugenics, and finally resulted in the 
passage Of the New Hampshire sterilization law in 1917, thanks 
greatly to the efforts of Dr. Dolloff. 

The war period was a trying one for most state institutions. 
The staff, because of enlistment of many members, was necessarily 
reduced in number, though not necessarily with diminution of 
efficiency. A new terminology was slowly creeping in, indicating 
that psychodynamics was focusing the attention of the staff. Such 
terms as complexes, conflicts, repression, sublimation, introversion, 
extroversion, show that the work of Freud and his disciples was 
gradually becoming better known. 

A ray of light in the treatment of paresis was thrown after 
the work of Wagner von Juaregg with malaria therapy was intro- 
duced into the United States after the war. The early records 
suggest an excessive optimism on the part of the staff physicians 
as to the value of malaria therapy. This early enthusiasm has 
noticeably subsided at a later date when some of the previous 
recoveries turned out to be only remissions, and the improvement 
oftentimes, at a later date, turned out to be only physical in char- 
acter. A healthy scepticism has replaced the early enthusiasm and 
the percentage of remissions has dropped; but in the end they 
turned out to be more permanent in character. 

The year 1930 was ushered in by new ideas in psychiatry. The 
work of de Jong on experimental catatonia, of Loevenhart and 
Bleckwenn with sodium cyanide, CO., and sodium amytal, have 
opened an avenue for new possibilities in the study of catatonia. 
Again our records bring up the old questions—How much of the 
improvement is due to respiratory stimulation, and how much is 
due to inhibition of inhibitions? Has the chemical cure of insanity 
arrived as Walter Freeman and Professor Wilder D. Bancroft 
would wish to make us believe? At the present time we are still 
using sodium amytal and sodium pentobarbital to remove inhibi- 
tions or cure catatonia with the same enthusiasm as our Dr. Ban- 
croft reported the use of chloretone and dormiol in 1900—if with 
better results, time only will tell. 
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BROMIDE INTOXICATION.* 


Irs RELATION TO THE CONTENT OF BROMIDE IN BLOOD AND THE 
BARRIER PERMEABILITY TO BROMIDE. 
By S. KATZENELBOGEN, M.D., H. GOLDSMITH, M. D., anno 
PAUL L. WHITE, M.D. 


Henry Phipps Psychiatric Clinic (Laboratory of Internal Medicine), 
Johns Hopkins Hospital, and Psychopathic Hospital, 
Baltimore City Hospitals. 


It is safe, we believe, to assert that in the diagnosis of bromide 
intoxication the determination of bromide in blood reveals the 
most significant fact, if not the only pathognomonic symptom. As 
amatter of fact, the clinical picture, as recently described by Wuth 
and more comprehensively by Diethelm, contains no features which 
could decide the diagnosis without blood bromide findings. Levin 
discussed the clinical features of bromide delirium in six cases at 
the meeting of The American Psychiatric Association in Phila- 
delphia in 1932. Sensory disturbances were prominent in two cases. 
Motor disturbances were less conspicuous. Association disturbances 
similar to those in schizophrenia were observed in five cases. Levin 
realized, however, that his finding might as well be present in 
delirium of any other nature. Again, Diethelm, in his study, found 
that there were no symptoms which could be considered as being 
specifically characteristic of bromide delirium. In searching for 
reasons for the lack of a distinctive clinical semeiology in bromide 
intoxication, one must remember that bromide treatment is usually 
administered to psycho-neurotic and psychotic individuals. The 
reactions induced by the drug will necessarily bear the stamp of the 
personality make-up and of the basic psycho-neurotic or psychotic 
condition of the given individual. This naturally holds true not only 
in regard to bromide but for drugs in general. It is common 
knowledge that various individuals may react differently to the 
same drug. Both the physiological and psychobiological or total 
personality manifestations may be different. One therefore feels 
justified in asserting that in the diagnosis of bromide intoxication, 
it is, as we mentioned before, the detection alone of bromide in the 
organism which furnishes the etiological factor, unless the anam- 
nestic data are convincing. 


*Presented before the Neuropsychiatric Section of the Baltimore City 
Medical Society, November 10, 1932. 


| 

| 

| 

| 

| 
| 
| 


638 BROMIDE INTOXICATION [Nov 


Our investigations, here recorded, were prompted, however, not 
by observations in which the estimation of bromide in blood proved 
to be helpful from the diagnostic standpoint, but rather by obserya- 
tions which were puzzling in so far as they revealed striking dis. 
crepancies between the clinical features and the content of bromide 
in blood. In our observations of patients who had been under pro. 
tracted bromide treatment, we were confronted with the following 
facts: In some patients symptoms of intoxication were associated 
with relatively low contents of bromide in blood; in others, high 
blood bromide concentrations were not accompanied by any clinical 
signs of intoxication. Our main object, therefore, was to make a 
comparative study of the clinical picture of bromide intoxication 
and of the paralleled bromide concentration in blood, in order to 
evaluate their respective diagnostic significance. Another topic, 
which, as we shall see later, presents particular interest in regard 
to the pathogenesis of bromide intoxication, was to investigate the 
relationship between the susceptibility to bromide intoxication and 
the barrier permeability to bromide in the same individual. 

Our material consists of thirty cases. These include: Epilepsy, 
7 cases; mental deficiency, 5; paresis, 3; alcoholic psychosis, 1; 
cerebrospinal syphilis, 3 ; schizophrenia, 10; agitated depression, 1. 
First, the patients were given sodium bromide, 0.06 gm. per Kg. 
weight in 24 hours for five days, in order to determine the meningeal 
or barrier permeability quotient.2 Bromide in both blood and spinal 
fluid was analyzed by the technic described in a previous study.‘ 
Then, the patients were subject to an intensive bromide treatment. 
They received 0.12 gm. per Kg. weight in 24 hours for a period 
varying from 14 to g1 days. The slightest untoward changes in 
the condition of the patient made us discontinue the treatment. In 
some patients treatment was discontinued before any suggestion of 
intoxication became apparent because, in our estimation, they had 
been under treatment long enough. 


CoMPARATIVE STUDY OF CLINICAL SYMPTOMS OF BROMIDE 
INTOXICATION AND OF PARALLELED BROMIDE 
CONCENTRATION IN BLoop. 


In our attempt to correlate clinical and laboratory findings, we 
pursued the study under quite adequate conditions. While similar 
studies we know of deal with patients who came under observation 


no 


m 
pa 
di 
af 
W 
be 
th 
cu 


i=) 
~ 


1933] S. KATZENELBOGEN, H. GOLDSMITH AND P. L. WHITE 639 


when toxic symptoms had already developed; patients who had 
not been examined by the research worker before they were sub- 
mitted to bromide treatment, we had the opportunity to study our 
patients before the treatment began and to closely watch their con- 
dition throughout the treatment. Thus, our clinical study actually 
amounts to an experimental study of bromide intoxication in man. 
We are fully aware, however, of the limitations of this study: for, 
because of their basic psychotic condition, our patients did not lend 
themselves to an investigation of bromide intoxication in “ pure 
culture.” No attempt was therefore made to give clinical pictures 
of our cases. We considered only those findings which in our ob- 


TABLE I. 
Symptoms Osservep DurING TREATMENT IN 25 CASES. 
No. of 
Symptoms. cases. 
Abolition of pharyngeal reflexes...................4. 10 
Abolition of abdominal reflexes.................00005- 9 
3 
Patellar and Achilles reflexes from hyperactive to hy- 


servation presented new symptoms which could be elicited during 
the treatment. Such symptoms noted in 25 cases are summarized 
in Table I. 

It appears from this table that such symptoms as abolition of 
gag and abdominal reflexes, gastro-intestinal disorders, acne, and 
weakness are likely to occur more frequently than unsteady gait, 
dizziness, headache, drowsiness, irritability, dullness, confusion, 
and hypoactive patellar and Achilles reflexes. It is remarkable that 
innone of our cases was delirium noted. We attribute this negative 
finding to the fact that, thanks to the close observation of our pa- 
tients, the intoxication was not sufficiently advanced to produce this 
disorder. Bromide administration was stopped at the very start of 
any clinical change in the condition of our patients. 
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Our main interest was, however, not to investigate the Symptoms, 
as such, of bromide intoxication, but to study the relationship be. 
tween these symptoms and the corresponding concentration of 
bromide in blood. Such a study was, in our mind, concerned with 
an important problem in general medical practice. The question 
arose, should a protracted bromide treatment, with regard to the 
menace of intoxication, necessarily be guided by bromide determi. 
nations in blood, or should it primarily be guided by careful clinical 
observation? It was expected that a comparative study of clinical 
symptoms and of the paralleling contents of bromide in blood might 
throw light on this problem. Our findings are presented in Table II, 

One may see that the blood bromide content varied in our cases 
from 120 to 385 mgm. per cent. A wide range of blood bromide 


TABLE II. 


RELATION BETWEEN Toxic SYMPTOMS AND CONCENTRATION OF 
BroMIDE IN Boop. 


Bromide in blood 


Symptoms. mg. %. 
Acne, loss of pharyngeal and abdominal reflexes, dizziness, 
unsteady gait, irritability, weakness..............00000: From 147 to 380 
Dullness, headache, gastric troubles (inappetence, nausea, 


concentrations was found to be associated with similar clinical 
symptoms. Thus, in the cases with acne, loss of pharyngeal and 
abdominal reflexes, dizziness, unsteady gait, irritability and weak- 
ness, blood bromide was found to be between 147 and 380 mg. per 
cent. More or less pronounced dullness, headache, gastric troubles 
were paralleled by blood bromide values from 120 to 380 mg. per 
cent. Finally, in § cases with no apparent clinical disorders, the 
blood bromide contents were between 183 and 385 mg. per cent. 
These data seem to substantiate the general impression gained from 
our clinical material previous to this particular study, namely, that 
one should not expect to regularly find a distinct correlation between 
toxic symptoms and bromide level in blood. The justified in- 
ference to draw from these observations is that in following patients 
under bromide treatment, it is the clinical picture, and not the 
laboratory findings which should be primarily reckoned with in 
regard to the menace of bromide intoxication. The appearance 
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of any disorder suggesting bromide intolerance should be taken as 
a signal, regardless of the content of bromide in blood and in spite 
of a low content. As to the significance of high blood bromide in 
consideration of bromide intoxication, it is hard to say where the 
dangerous level begins. In our material there were cases in which 
blood bromide concentrations of 315 and 385 mg. per cent were 
not accompanied by any clinical symptoms. On the other hand, 
quite definite evidences of bromide intolerance, such as acne, loss 
of gag reflex, dullness, headache, gastric troubles, had corollary 
blood bromide values, as low as 120 and 147 mg. per cent. However, 
in most of our cases (in 18 out of 25) in which abnormal findings 
could be clinically elicited, the blood bromide concentrations were 


TABLE III. 


RELATION BETWEEN BLoop BromMipE LEvEL AND DURATION OF 
BroMIDE ADMINISTRATION. 


Bromide in blood mg. %. No. of days. 
357 28 
318 28 
147 28 
233 79 
315 79 
167 77 
183 63 
261 14 
221 49 


found to be near and above 250 mg. per cent. We believe, therefore, 
that, to remain on safe ground, one should be on the lookout, when- 
ever blood bromide reaches a level neighboring on the last men- 
tioned one. 

Another practical question worth considering is the relation be- 
tween blood bromide level and duration of bromide administration. 
In some of our material, at least, no quantitative relationship could 
be found, as may be seen from the figures computed in Table III. 

Taking into consideration the well known interaction between 
bromide and chloride in body fluids,’ one may assume that this lack 
of relationship is due to the fact that our patients were not subjected 
to a standard salt intake. 

We were, moreover, concerned with the investigation of the rela- 
tion between susceptibility to bromide intoxication, bromide content 
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in blood and barrier permeability to bromide. This investigation 
presents an interest from the standpoint of the pathogenesis of bro. 
mide intoxication. According to Stern, Hauptmann, Monakow, 
and other investigators,’ substances introduced into the general cir. 
culation should pass through the cerebrospinal fluid, in order to 
affect the nervous system. We, therefore, assumed that the de. 
termination of the bromide permeability quotient, that is, the rate 
of passage of bromide from blood into cerebrospinal fluid, before 
the beginning of bromide treatment in a given individual, might 
give us a clue as to his tolerance to bromide. A high barrier perme- 
ability would suggest low tolerance, inasmuch as on account of the 
relatively high concentration of bromide in the cerebrospinal fluid, 
the nervous system may readily be affected. 


TABLE IV\ 


RELATION BETWEEN INTOXICATION, BRoMIpE LEVEL 
IN BLoop AND BARRIER PERMEABILITY TO BROMIDE. 


Permeability Bromide in 

Toxic symptoms. quotient. blood mg. %. 
pe 2.88 233 


Table IV shows that in one case of intoxication we found a 
relatively low content of bromide in blood—149 mg. per cent, and 
also a low quotient—2.46—, indicating increased barrier perme- 
ability. This case appears to support our hypothesis. On the other 
hand, in another case of intoxication in which the blood bromide 
content was still lower—120 mg. per cent, the permeability quotient 
was markedly high—3.22, which means that the passage of bromide 
from blood into cerebrospinal fluid was rather at a low rate. We 
also refer to the other tabulated cases, which, like the last mentioned 
case, do not substantiate our hypothesis. Thus, in 2 cases, distinct 
toxic symptoms (acne, gastric distress, weakness, loss of pharyngeal 
and abdominal reflexes) were associated with blood bromide values, 
respectively of 366 and 219 mg. per cent. The corresponding per- 
meability quotients were 2.84 and 3.53. One would expect, accord- 
ing to the above enunciated hypothesis, to observe signs of intoler- 
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ance being associated with a blood bromide content lower in the 
case with the lower quotient (higher permeability) than in the case 
with the higher quotient (lower permeability). Furthermore, one 
may see that in two cases with similar permeability quotients—2.28 
and 2.g0—the appearance of toxic symptoms was paralleled by quite 
different blood bromide contents, that is, 2.33 mg. per cent in the 
one case and 357 mg. per cent in the other. According to these 
data, there seems to be no relation between the bromide permeability 
quotient, taken immediately before the beginning of treatment, and 
the blood bromide concentration coinciding with the first signs of 
bromide intolerance. The first inference to draw from our results 
is that the determination of the bromide permeability quotient can- 
not be used as test of tolerance to bromide. Our findings moreover 
lead to the implication that the rate of passage of bromide from 
blood into cerebrospinal fluid cannot be considered as the only factor 
determining the effect of this drug on the nervous system. Nor do 
these findings bring support to the above mentioned theory con- 
tending that, in general, the effect on the cerebrospinal nervous 
system of any substance introduced into the general circulation 
would be conditioned by the degree of its diffusion into the cerebro- 
spinal fluid, which is regarded as the intermediary between blood 
and central nervous system. 


CONCLUSIONS. 


1. In the diagnosis of bromide intoxication, the determination of 
bromide in blood may reveal the most significant, if not the only 
pathognomonic symptom. 

2. From our observations of lack of correlation between toxic 
symptoms and bromide contents in blood we draw the inference, 
that, in following patients under bromide treatment it is the clinical 
features, and not the laboratory findings, that one should primarily 
reckon with in regard to the menace of bromide intoxication. 

3. However, when the blood bromide reaches a concentration 
neighboring on 250 mg. per cent, the patient should be closely ob- 
served, for in most of our patients, in whom abnormal findings 
could be elicited on clinical examination, the blood bromide was 
found to be near and above this level. 

4. The determination of the bromide permeability quotient can- 
not be used as test of tolerance to bromide. 
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5. Our results do not corroborate the contention that substances 
introduced into the general circulation should first penetrate into 
the cerebrospinal fluid in order to affect the cerebrospinal nervoys 
system. 
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CONSTITUTIONAL SCHIZOPHRENIA.* 


BY KARL M. BOWMAN, M.D., 
Chief Medical Officer, Boston Psychopathic Hospital; Assistant Professor 
of Psychiatry, Harvard Medical School. 
AND 


JACOB KASANIN, M.D., 
Clinical Director, State Hospital for Mental Diseases, Howard, R. I. 


Under a grant by the Laura Spelman Rockefeller Memorial, an 
intensive study of schizophrenia has been carried out. 151 cases 
have been studied over a period of approximately two years. In 
order to carry out such a study the full time of two psychiatrists, 
four social workers, and a statistician was necessary. The cases 
were all studied from the psychiatric, psychological, physical, and 
social angles, and after such a study a code sheet was prepared in 
which the important findings were tabulated. In going over this 
material we have been struck with the great variety of symptoms 
shown in cases labelled schizophrenia and the extreme variations 
in the pre-psychotic personality. The environmental situation has 
shown the same variation. In some cases there seemed very obvious 
environmental factors which had to do with the precipitation of the 
psychosis whereas in others no such factors were elicited. The age 
of onset and the manner in which the psychosis appeared also 
showed the same lack of uniformity. In some cases there was a 
sudden, immediate precipitation of an acute psychosis, whereas in 
other cases there was a gradual, insidious onset, so that it was 
impossible to assign any definite age for the appearance of the 
disorder. 

Since there were such striking variations in the items coded, 
and since there is considerable question whether what we call 
schizophrenia is a single disease entity, we were interested in try- 
ing to break the cases up into smaller groups which would have 
certain items in common and which would, if possible, represent 
true entities. The general scheme of classification in medicine is 
based on etiology wherever possible and symptomatology or prog- 
nosis is employed largely where etiology is unknown. Hence, in 


*Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 
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disorders of the ectoderm which are included under the Specialties 
of dermatology, neurology and psychiatry, one finds a great many 
diseases based on a classification by symptomatology or prognosis, 
It was felt, therefore, that if we checked over etiology in the Cases 
studied we might find some method of re-grouping our cases, In 
the code sheets under etiology there were 10 items to be coded. 
These were as follows: 


Environmental stress. 

Constitutional anomalies—physical. 

Constitutional anomalies—mental. 

Physical disease—diagnosed. 

Physical disease—undiagnosed. 

Alcoholism. 

Heredity. 

Reproductive conditions. 

Others (conflicts, etc.). 

Unknown. 
At the time of the final coding an attempt was made to evaluate 
all of the factors enumerated and to express an opinion as to which 
had played a part in the production of the disorder. The items were 
not mutually exclusive and any number of items might be coded as 
positive. We did not feel that schizophrenia was necessarily due 
to a single cause and that the presence of environmental stress, for 
example, would exclude heredity or physical disease as another 
factor. We believe, indeed, that schizophrenia usually arises on 
the basis of multiple causations, and we did not anticipate that many 
cases would be coded for one item alone. In the table given below 
are shown the numbers and percentages of cases coded positive 
for each particular item. 


DEFINITE ETIOLOGICAL FACTORS IN 151 CASES OF SCHIZOPHRENIA, 


Case. Per cent. 
Stress 123 81.4 
Constitutional anomalies—physical ........... 20 13.2 
Constitutional anomalies—mental ............ 61 40.4 
Physical disease—diagnosed 13 8.6 
Physical disease—undiagnosed ............... 25 16.6 
Reproductive conditions .................0065 2 1.3 
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The criticism will probably be made that such coding is nothing 
more than the estimate of a particular group of psychiatrists, that 
it will be determined to a considerable extent by the preconceived 
jdeas of those doing the coding and that there is no absolute or 
final way of checking up such estimates. Such a criticism is readily 
admitted to be true, and all that we can say is that we have tried 
to avoid any preconceived ideas or prejudices which we may hold 
and to code cases on the basis of what was shown in the actual 
record of the case. It is granted that our figures are nothing more 
than individual opinion and we make no pretense of omniscience or 
infallibility. 

In going over the figures in this table it is at once obvious that 
many cases are coded as having multiple causes. In fact, when one 
checks over the list it is found that only 19 cases are put down 
as having a single cause, and in 6 more the cause is coded as un- 
known. This means that 126 cases were coded as having two or 
more causes. The most frequently coded item under causation was 
environmental stress, which was positive in 81.4 per cent of the 
cases. Heredity was second, being present in 64.3 per cent. Consti- 
tutional anomalies—mental, was third, with a figure of 40.4 per 
cent. As would be expected, alcohol played a very minor rdéle, being 
recorded as a causative factor in only 2.6 per cent of the cases. 

Although these figures gave the incidence of the different causa- 
tive factors, they do not give any indication of the relative im- 
portance of them in an individual case. For example, environmental 
stress, together with one or more other items, might be coded as 
an etiological factor in two cases. In the first case the environmental 
stress might be regarded as the principal cause and the others as 
relatively minor, whereas in the second case the environmental 
stress might be thought to have played a very minor role in the 
production of the disorder. For this reason attempts were made 
to work out the causative factors in a somewhat different manner. 

We were interested in trying to determine the incidence and 
importance of the constitutional factor in these cases. The incidence 
of the constitutional factor would obviously include all cases coded 
as positive for constitutional anomalies—physical, constitutional 
anomalies—mental, and heredity. Since there was multiple coding, 
this figure could not be obtained by merely adding the three figures 
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together but was obtained by working out the number of cases 
which had one or more of these three factors. From this we found 
that 116 cases out of 151 showed a constitutional factor to be present 
and to have helped to precipitate the psychosis. In a further ep. 
deavor to obtain a purer group of constitutional cases, we decided 
to see how many cases were coded negative for environmental 
stress, physical disease—diagnosed or undiagnosed—alcoholism, 
and reproductive conditions. It was found that 19 cases were coded 
in this fashion. 

We also felt that cases showing an insidious and indefinite type 
of onset were more likely to be on a constitutional basis than those 
which showed a sudden and definite onset. In the total of 151 
cases 65 were found to have an insidious and indefinite onset. 12 
of the 19 (constitutional) cases showed an insidious and indefinite 
onset. These 12 cases might be said to represent the pure cases of 
constitutional schizophrenia. However, in going over the individual 
cases we found that many that were coded positive for other factors 
seemed to be primarily of constitutional origin, so that the manipu- 
lation of figures in this manner did not seem to offer any true 
solution to the problem. 

Many writers have assumed that a particular type of personality is 
predisposed to break down with schizophrenia. Kraepelin, Meyer, 
Hoch, Amsden, Bleuler, Kretschmer, and many others, have held 
this attitude. Our results with regard to this point will be discussed 
in a later paper, although it is perhaps not amiss to say that we 
have not found anything like the uniformity of pre-psychotic per- 
sonality which many writers report. 

In trying to develop our concept of constitutional schizophrenia 
we have felt that there was a group of cases which showed a marked 
similarity in all respects. We would say a typical case of this type 
would be one in which there was a definite family history of mental 
disease, especially of schizophrenia. The individual from very 
early childhood would be regarded as different, queer, or odd by 
those with whom he associated. He would seldom mix well with 
others. This oddity in personality would increase with the age of 
the patient, and there would be an indefinite, insidious onset of 
the psychosis without any unusual environmental stress or strain 
or without there being any physical disease which might produce 
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it. The psychosis itself would be to a large extent an exaggeration 
of the peculiar type of personality which the individual had shown 
since early childhood. We believe that there are a considerable 
number of such cases and that they form a distinct group. We also 
believe tuat the psychosis is such an individual affair that one gets 
an insensible gradation from the typical constitutional case to 
other types. Three cases which were regarded of this constitutional 
type are abstracted and given below to illustrate this viewpoint 
further. 


Case 1.—W. H., male, white, age 19, single, no occupation, admitted to 
the Boston Psychopathic Hospital January 16, 1931. Dicharged to family 
January 27, 1931. Diagnosis: Dementia precox. 

Chief Complaint—The patient was brought to the hospital by his parents 
because he said that people were ridiculing him, and that dogs were placed 
outside to annoy him. 

Family History—The grandfather, on the paternal side, was a very pecu- 
liar man, difficult to get along with. At the age of 60 he was admitted to 
a mental hospital because he refused food and was very silent following the 
death of one of his sons. He improved in the hospital, was discharged to 
his family, and died a few years afterward. Nothing is known about the 
paternal grandmother. The patient’s father is a peculiar individual and re- 
sembles the paternal grandfather. He thinks that people talk about him and 
say bad things about him. He is quite jealous of the fact that the children 
are more attached to the mother than to him. He has always been very 
jealous. The grandparents on the maternal side are well. They are both 
quiet, friendly people. The patient’s mother is an ambitious, capable, ener- 
getic, efficient woman. She is very industrious, very active at home and in 
the store, and has been largely responsible for the economic success of the 
family. She is devoted to her children and always took very good care of 
them. She is quite bitter about her married life as she realizes her husband’s 
inferiority. 

There is an older brother, who is a very capable, alert young man. There 
are two younger sisters, age 14 and 7, who live at home. They are quite 
attached to the patient. The family has been quite congenial in spite of the 
lack of harmony between the parents. The family has felt for a long time 
that the patient was like his father. Comparisons were frequently drawn to 
show the similarity of the two. The patient realized this, and occasionally, 
in fits of anger, resented the similarity. The mother was worried about the 
fact that the patient was so strikingly similar to her husband and tried to 
change him by spending a great deal of time with him. 

Personal History—The patient was born in a small New England town 
in 1911. The mother was well during pregnancy and the delivery was nor- 
mal. The early developmental history was negative. He was a good quiet 
baby and gave no trouble. 
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As a child he had a “nasty temper.” He liked his own way and was very 
stubborn. He was very mean if he could not do things the way he pleased, 
As a little boy he had no friends and this state of aloofness continued as he 
grew up. He belonged to no group and never had a pal. He spent most of 
his time at home and only occasionally played ball with the younger children, 
He was sensitive in the sense of being suspicious, and when somebody flat- 
tered him, he did not trust the compliment. He showed very little spontane- 
ous energy and liked to sit by himself doing nothing. He was sluggish, and 
without drive. He was thus very different from other children. He talked 
very little, and even in the crowd, had nothing to say. 

His progress in public school was quite satisfactory. When he entered 
high school he didn’t like it and said that he felt different from other boys, 
He also complained that the work was hard for him. In his sophomore year 
he was transferred to a trade school, where he stayed for two years, until 
February, 1930. In school he was remembered as a boy who sat by himself in 
the corner of the room. He had nothing to say to anybody, sat with his job 
before him, and gazed into space. He did not make any special effort to do 
his tasks. He spoke to nobody and nobody spoke to him. On the other hand, 
he gave no trouble, so that his conduct did not attract much attention. His 
grades were fairly good in the theoretical subjects, and poorer in the labora- 
tory work. The patient was a “nobody” in the school. The teachers real- 
ized that he was queer and they were not surprised when they heard that 
he had a breakdown. 

The patient had very little contact with the opposite sex and disliked his 
sister’s chums when they came to the house. 

Medical.—At six years of age he was struck on the head by a bat. He was 
unconscious for about five minutes. No sequelze were noted. He never 
complained of headaches or dizzy spells. At 15, he had a nasal operation for 
removal of a turbinate bone. At 17, a second operation was performed. 

Personality.—The patient has always been different from other children in 
the family. He was an unusual, odd child. He was extremely colorless, did 
not seem to be happy or unhappy, never showed any enthusiasm about any- 
thing. The family brought a good deal of pressure to bear on the patient in 
trying to get him interested in things, by creating special opportunities for 
him. They tried to get him interested in movies, people, clothes, etc. He 
never caused any trouble, never got into any difficulties, but yet he didn't 
seem to react to life. He was constantly with his mother, accompanied her 
everywhere, and she was the only one who could do anything with him. He 
was distant to his father and seemed to be afraid of him. He had nothing 
in common with his brother, who was an active, sociable individual. He 
never joined any of the social activities of the neighborhood or school, and 
he never was part of a gang. He was backward, shy, although he did not 
allow anybody to take advantage of him. If he played at all, it was with the 
younger children. He never got into a real fight with the boys, and disliked 
arguments. He was suspicious and sensitive. He spent most of his time at 
home, puttering around the house, with very little to show for it. At times 
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he helped his mother a great deal with the housework. While working, he 
was very restless and impatient. He was so negative that he was a puzzle to 
his family and they were hoping that he would change later on. 

Onset.—It is very difficult to set the date of the onset of the psychosis in 
this case, because he has always been different from other people. In 1926, 
when the patient was a freshman in high school, he became even more seclu- 
sive than he was previously. This tendency to withdraw became more and 
more pronounced as time went on. When strangers came to the house for 
dinner, he refused to eat with the family. On one occasion, when his sister 
was sick and two nurses stayed in the house, he refused to take his meals 
with the family because the nurses were present. He preferred to eat by 
himself. His only amusement was the movies, to which he went every day. 
For the past four years, the patient walked instead of riding in the street 
cars, because he thought people were laughing at him. He also refused to 
ride in the family car. He became quite antagonistic to his father, even 
more so than he was before. For two years the patient was preoccupied with 
his nose. He felt that people were looking at and making fun of his nose, 
that it was too big, etc. He went to many doctors for treatment, and even 
had two operations. 

He became very temperamental, lost control easily, and flared up on slight 
provocation. He began to sleep poorly, and went to bed very late at night 
because he could not fall asleep. He began to think that people were watch- 
ing him eat so that he ate quickly and very often, never eating the whole 
meal through. A few months before admission, the patient began to talk to 
himself, to use bad language, and complained of feeling different, peculiar, 
and queer. He said that the neighbors put their dogs out in the yard to 
tease him, and that he was sick of living. The family became so upset by 
the patient’s statements that they took him to a physician who sent him here. 

On admission to the hospital, the patient was found to be in good physical 
condition. The examination of urine, blood and cerebro-spinal fluid was 
negative. On the ward he was fairly cooperative, but indifferent. He com- 
plained bitterly of feeling different and odd. He wanted something to be 
done for him. He said he knew he wasn’t right and wanted us to find out 
what was the matter with him. His mood was one of indifference, with a 
slight amount of irritability. He confirmed his impression that people in the 
neighborhood put their dogs out in the yard to tease him, but admitted that 
it may have been his imagination. He gave no adequate explanation as to 
why he refused to go on street cars, or his dislike of women. He denied 
hallucinatory experiences, and denied preoccupation with sex. The intellec- 
tual functions were intact. He had a certain amount of insight, in that he 
knew that something was wrong and that he did not feel like other people. 
The patient stayed in the hospital two weeks, and brought out very little 
material. The whole psychosis was essentially a progressive withdrawal of 
an extremely odd and peculiar boy with a feeling of a vague hostility on the 
part of the outside world. He was discharged to his family on January 27, 
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1931, and remained at home until June, 1931, when he was sent to a state 
hospital. There has been no change in the situation at home nor in the boy’s 
behavior. 


CasE 2.—P. R., school boy, white, age 17, American, admitted to the 
Boston Psychopathic Hospital March 10, 1930. Discharged on visit June 25, 
1930. Diagnosis: Dementia przcox. 

Chief Complaint—Odd behavior for the past two weeks. Quite suddenly 
asked his mother to leave the house. 

Family History—The patient comes from good American stock on the 
father’s side. On the mother’s side the ancestors are of Scandinavian origin 
with nothing outstanding about them. The father is an energetic, active 
person who has changed his occupations a good many times. The mother js 
a domineering personality and married her husband quite late in life. There 
is nothing outstanding about the grandparents on either side. One younger 
sister is an intelligent, sensible girl. The parents are extremely devoted to 
each other and do not mix very much with other people. They are both 
very sensitive and constantly try to smooth things over. They are extremely 
fond of the boy, and the patient has been a “little tin God in the family.” 
There is one maternal aunt who had crying spells and periods of anxiety 
for six months. 

Personal History.—Birth history normal. Developmental history normal. 
There was a good deal of supervision at home and the patient’s life was 
regulated quite minutely. He received his education at home from private 
tutors. The parents stated that he received private instruction because the 
family moved a good deal from place to place and also because the patient 
was extremely lonely, homesick, and unhappy when he was sent to a board- 
ing school. It is said that he was exceptionally bright and that his interests 
were largely in the field of industry and mechanics. At the age of 13 he 
was sent to a private school, where he did excellent work. He was so un- 
happy there, however, on account of homesickness that he was taken home 
by his parents. For the past year the patient has been preparing himself for 
college entrance examinations. 

The patient was given sex instruction by his father, and was especially 
cautioned against auto-erotism. The boy was told that his body was a sacred 
trust and that he might go insane if he practiced this habit. 

When the patient was 7 years of age a fire took place in the house where 
they lived and the boy was saved by a fireman who carried him down a 
ladder from an upper floor. The patient was very much scared by this inci- 
dent and this was one of the reasons why he was kept from school for two 
years, 

Personality——The parents described the patient as an angelic child. He 
was too good. He never showed any temper, was always very polite, and 
always gave his seat in the street car to old ladies. He was extremely at- 
tached to his parents and preferred them to boys and girls of his own age. 
He also was very fond of his sister and shared his interests with her “ like 
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twins.” He liked to go out with his mother for walks instead of playing with 
other boys. Boys liked him but he did not care to mix with them because 
he found them rather silly. For this reason he had no friends. He was 
always very shy and bashful and preferred to be with his own family. When 
company came to the house he usually left the front room where they were 
received. He never went to any parties. He never thought a great deal of 
himself, but, on the other hand, was quite indifferent to what other people 
thought about him. In spite of being in extremely close touch with his 
family, he was very uncommunicative and he did not confide very much in 
them. There was always a certain amount of reserve and cold politeness 
between him and the rest of the family. For example, he always knocked 
at the door before he entered his parents’ room or his sister’s room. He liked 
animals and little children and was sympathetic with people when they were 
in trouble. He never quarreled with any of the members of his family, and 
was, on the whole, submissive. His associates respected him and did not 
tease him very much. It is said that he had a fine sense of humor, although 
we have no examples of this trait. He was very sensitive, but did not show 
it. In this respect he was not very much different from other members of 
his family. In games, when he ever took part in them, he was a good loser. 
It is not known to what extent he day-dreamed. Physically he was robust 
but showed very little display of energy. The mother said that he was very 
calming and soothing for her nerves because he was always so quiet. 

He was orderly in his clothes and very neat in appearance. He spoke, at 
times, about his ambition to be rich and to make his family happy. He went 
to church only occasionally because religion was not emphasized in the house. 
His parents never punished him because he was so submissive and quiet that 
he never gave an occasion to be punished. In other words, the patient was 
a model boy. 

The patient has never asserted himself and never got into any quarrels 
with his family or boys. He was always an extremely well-mannered, polite, 
even-tempered boy. One never observed any mood swings nor any special 
tendency toward daydreaming. 

Present Illness——The patient was quite well until the end of January, 
1930. Then it was noticed that he appeared dazed at times. His personality 
changed. He suddenly announced to his parents that he was going to assert 
himself. He said, “I’ve always let other people walk over me. In order to 
get ahead you have to fight your way.” At the same time the patient became 
careless of his personal appearance. He refused to wash and shave, and when 
he was asked why he let his beard grow he replied, “I feel as though it 
helps me.” Beginning three weeks before admission the patient became very 
self-assertive and stubborn, so that his parents were afraid to cross him. He 
refused to take walks with his mother, which was quite unusual for him. He 
became increasingly careless in his personal habits, and on one occasion 
defecated in bed. He became extremely intolerant of his parents, and some- 
times ordered them out of the room, saying that he was tired of seeing them. 
On the morning of March 10, 1930, the patient suddenly ordered his mother 
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out of the house and told her that if she did not leave he feared he might do 
something. This behavior was so unusual that a physician was consulted, 
The same day the patient was sent to this hospital. 

On admission to the hospital the patient was found to be very well-de. 
veloped, well-nourished boy, in good physical condition, with considerable 
acne over his face and back. His physique was rather feminine in that he 
had broad, round hips. His skin was soft, cyanosed, and moist. Testes and 
phallus were small. 

On the ward the patient presented a strikingly indifferent and apathetic 
appearance. He expressed no surprise at being in the hospital, and appeared 
totally disinterested. At times he laughed for no apparent reason. His re. 
plies to questions were laconical and non-committal. He was oriented and 
there was no evidence of any involvement of the intellectual functions. When 
he was asked who brought him to the hospital, he replied that his father did, 
and when he was asked why, he said he didn’t know. The emotional dullness 
of the patient was very apparent. He took no interest in the ward, never 
spoke to any of the patients and never took part in any of the social activities 
of the ward. Two days later, on March 12, the patient’s condition remained 
practically the same. He was very vague in his replies, to most of the ques- 
tions answered, “I don’t know,” and seemed to be extremely indifferent 
about the whole situation. One could not ascertain if he had any odd ideas 
or false sensory impressions. The laughing for no special reason suggested 
a rather rich, autistic mental activity. On the whole, the patient made an 
impression of a long standing case of hebephrenia, such as one sees in the 
wards of a mental hospital where the patients have been for years. The 
patient stayed in the hospital from March 10 to June 25, 1930, without much 
change in his condition. One could see him on the wards sitting by himself 
and completely detached from his surroundings, occasionally laughing to 
himself. Once or twice he attacked other patients without any reason. There 
was very little emotional response when his parents or sister came to visit him. 

On June 25, 1930, the patient was taken home by his family. We have kept 
in touch with the family, and there apparently has been very little change 
in the boy’s condition since his discharge from the hospital. 


CasE 3.—M. H., white, female, factory worker, age 23, admitted to Boston 
Psychopathic Hospital, July 29, 1929. Committed to a State Hospital Decem- 
ber 21, 1929. Diagnosis: Schizophrenia. 

. Chief Complaint.—The patient has shown a personality change of several 
years’ duration. Within the last few months became markedly antagonistic 
to her mother, tore her clothing and spoke of two persons within her. 

Family History—tThe patient is of Irish-American stock. The grand- 
parents on both sides were normal, stable individuals. One paternal cousin 
has been committed to a state hospital for epileptics. The father is a healthy, 
good-natured man with a fine sense of humor. He is somewhat tempera- 
mental and, although devoted to his children, has had such a horror of 
hospitals: that he has never visited his daughter while in hospital. He is a 
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manual worker, poorly educated. The mother is a quiet, even-tempered 
woman, very reserved. One paternal aunt was a nun in one of the Catholic 
religious orders. She was a very fine, idealistic type of person. She died a 
few years before the patient’s admission to the hospital. 

There are two younger sisters, the older one is two years younger than 
the patient but much superior to her intellectually so that she received better 
grades and was put ahead of the patient in school. The younger sister is a 
senior in high school and is described as a bright, happy girl. 

The patient’s family are fairly typical middle-class, foreign-born Ameri- 
cans who have worked very hard to make both ends meet. 

Personal History—The patient was born in a small town in New England 
in the fall of 1906. The mother had nausea and vomiting during pregnancy. 
The patient was a full term baby and the delivery was normal. The patient 
began to talk at ten months and walked at fourteen. At the age of seven 
the patient had diphtheria, measles, whooping cough, chicken pox, and the 
mumps. These were in a light form and the patient made a good recovery. 
The developmental history was normal. 

The patient entered the public school at the age of six and was promoted 
regularly from grade to grade although she was a very average pupil. At 
the age of fourteen she entered a parochial school which gave a high school 
course. In the parochial school the patient had a great deal of difficulty 
with her subjects, and at the end of the third year she left school. The 
teachers described the patient as an unstable girl who was easily flustered 
when called on to recite, and also described her as nervous. 

Industrial History.—In the fall of 1923 when 17 years old the patient 
secured a job in a factory. After a year there she obtained a better position. 
In July, 1925, the patient suddenly announced that she was going to take up 
religious life. Shortly afterwards she entered a training school in a convent 
where she remained until February, 1928. During her stay in the convent 
she was very eager to make good and appeared to enjoy being there. She 
was very anxious to please the nuns, volunteered to do extra duties, but 
often forgot what she was supposed to do or left tasks half finished. She 
was always afraid that she was not coming up to the standards of the insti- 
tution. The nuns noticed that she appeared preoccupied, absent-minded and 
“nervous.” She would sometimes giggle for no apparent reason. In Septem- 
ber, 1927, the parents were advised that they should take the patient home. 
She pleaded so hard for another trial that she was given an additional six 
months but at the end of this period, in February, 1928, it was felt that her 
conduct was so peculiar that she could not possibly become a nun. The 
patient was much disturbed by her dismissal from the school, although she 
was told that she could come back if she recovered sufficiently. 

Personality—She was a nervous child, fidgety, quick and impulsive in her 
actions. Her mother described her as “ giddy.” She was finicky about food, 
bit her nails, picked her nose and wet the bed up to three years of age. She 
was easily upset. She could never learn to use a fork properly. She was 
considered thoughtless and impulsive. She made friends fairly easily, was 
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never a real leader but showed a good deal of inclination to try to dominate 
members of her own family. She never made intimate contacts with others 
but participated in the usual group activities. She never minded being by 
herself. She read many romantic novels. She was somewhat bashful in 
company. At home she showed somewhat different characteristics, tending 
to be self-willed, resenting directions and insisting on her own way. She 
adopted an attitude of superiority which was quite different from the some. 
what bashful attitude she assumed in company. She was always careless about 
her personal appearance. She was never capable or efficient and had little 
sense of money value. She was generous, warm-hearted and impulsive. She 
was highly imaginative as a child and would identify herself with the heroines 
in the books she read. Although not considered over-religious, she was a 
devout Catholic and took her religion more seriously than the other members 
of her family. 

Present Iliness—No definite date can be assigned as the onset of the 
patient’s illness. It appears that she has always been a queer child, different 
from other children, that her teachers commented on this fact and that at 
the convent school it was also noted. 

When she returned home in February, 1928, she seemed definitely changed, 
She was emotionally unstable, cried and talked of returning to the convent. 
She showed an attitude of resentment to her mother and would often strike 
her. On one occasion she hit her father. She spoke of hearing voices. 

She was seen in May, 1928, by a psychiatrist who suggested that she 
should have some simple occupation. She obtained a factory job but was 
unable to carry it on. The sex talk of the other girls upset her and they 
teased her about her religious ideas. The patient became gradually more 
difficult to manage. Although the mother had always considered her impul- 
sive, heedless and unreliable, these traits showed to such a degree that she 
was in constant conflict with her family. She destroyed her clothing at one 
time. In May, 1929, she spoke of there being two girls within her. In July, 
1929, her conduct became so bizarre that she was sent to this hospital. 

On admission she was in good physical condition. She complained some- 
what of headaches and dizziness for which no cause could be found. There 
were some slight neurological signs. There were no important physical 
findings. 

On the ward she was pleasant and cooperative but somewhat underactive 
and indifferent. She was neglectful of her personal appearance. She told of 
having been to a party the Christmas before, of having met a man and being 
pregnant by him. This was a pure phantasy on the part of the patient. She 
expressed religious and grandiose ideas. “All last year I thought God would 
tell me what to do. It seemed as though I had started another kind of life, 
that I was destined for some purpose, a particular aim in life, a good career 
ahead of me, created for something great, to be the wife of one and the 
mother of the other, wife of a future ruler of the world, of a kingdom on 
earth, and Mother of God, the same God.” 
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She also said that for the past year she had thought of herself in terms 
of two persons, an old self and a new self. The old self was 21 years 
old, the new self 14. The old self was on the right side and the new self on 
the left, but they would sometimes change places. She said that she had 
heard voices since September, 1927, which predicted a great future for her 
and that on one occasion she had seen God. 

Three weeks before admission she had felt as if a certain man were in bed 
with her and having sex relations. 

The patient’s intellectual functions were otherwise undisturbed. 

The patient told of having always been interested in religious matters, of 
being named for her aunt who was a nun and how this aunt, who had died 
when the patient was 13, had often asked her if she were going to follow in 
the aunt’s footsteps. She felt this had decided her in her endeavor to become 
a nun. 

The patient stayed at this hospital until November 27, 1929. She elabo- 
rated her religious ideas still further. Although she got along well in hospital, 
she could not adjust at home, so that it was necessary to return her to this 
hospital where she was committed to the Worcester State Hospital where 
she still is at the present time. 


DISCUSSION. 


Dr. Jacop KasANIN (Howard, R. I.).—Mr. Chairman, Members of the 
Association: I take the liberty of saying a few more words in addition to 
our paper. 

I realize, of course, that we are pleading an unpopular cause when we 
speak about the constitutional factors in schizophrenia, because the trend in 
recent dynamic psychiatry has been toward emphasis of the various subtle 
environmental factors. But in a very thorough investigation of the cases of 
schizophrenia which came under our study we couldn’t help but feel that 
there were a few cases where the constitutional factors were just as important 
as the environmental, no matter how subtly significant the latter might have 
been. 

It seems to me that psychiatric research will have to leave the present 
tendency of opportunistic experimentation every time a new test comes out 
in internal medicine. It will have to go in the direction of separation of 
very definite clinical entities, which then could be studied more thoroughly 
by the modern methods of investigation. It is this that we have attempted 
in this paper, and of course, I realize how inadequate it is, because other 
approaches have not been utilized to their fullest extent. Perhaps if we 
would do the same sort of thing that Worcester does in their application of 
very thorough metabolic and endocrinologic studies, then, or in some future 
time, clinical entities would be established which would have a more broad, 
objective, biological foundation. 


Dr. Francis H. Steerer (Worcester, Mass.).—Dr. Bowman and Dr. 
Kasanin have given us a very excellent exposition. 
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Dr. Kasanin just mentioned briefly some of the work that we are trying 
to do at Worcester. It is our experience that there certainly must be a very 
definite correlation between constitutional factors in schizophrenia and the 
psychological and physiologic material. Drs. Bowman and Kasanin haye 
shown us clearly and quite conclusively, I believe, that there is a definite 
constitutional factor in schizophrenia. In our group at Worcester we strongly 
feel that until we attack the problem from these various angles we have not 
done our full duty; and I don’t believe that psychiatric institutions in the 
United States are doing their full duty by the patients unless they investigate 
the problem of schizophrenia from all of these angles, 

Dr. Bowman and Dr. Kasanin are to be highly congratulated on their 
presentation of this data to us. 
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PSYCHOTHERAPY IN PUBLIC MENTAL 
HOSPITALS.* + 


By RICHARD H. HUTCHINGS, M.D., Utica, N. Y. 


We are all psychotherapists, from the man on the street, who 
admonishes his down-hearted friend “to buck up and forget it” 
to the psychoanalyst, who spends endless hours in seeking out 
the origin and meaning of a tic or compulsion. Psychotherapy has 
always been and will always be an important, if not the most im- 
portant, measure of treatment in mental hospitals. The purpose 
of this paper is to identify as psychotherapeutic, the ordinary 
measures employed in dealing with patients in mental hospitals, 
to separate the good, which should be utilized, from the unwhole- 
some, which should be avoided when possible and counteracted 
when it cannot be altogether prevented. Not all of it is done by 
the physicians. Practically every one who comes in contact with 
the patient is likely to comment upon his appearance and apparent 
state of health and to give him advice about himself. It is only 
necessary to call attention to the profound influence of suggestion. 
Its effect in the treatment of war neuroses was so clearly recognized 
and is still so fresh in our minds that it is unnecessary to elaborate 
the subject. Rather it should be considered in what ways it can 
be improved and made effective as a measure of treatment in large 
institutions. 

The first of these measures of treatment is the removal of the 
patient from his home to the institution. In doing that, we separate 
him from the individuals and environment in which the psychosis 
developed and conditions which are likely to prolong it, to an 
environment where there is an orderly routine and freedom, so 
far as possible, from new irritations. This gives him an opportunity: 
to think of his conflicts as remote and takes him into an environ- 
ment in which he can begin to reconstruct his past experiences ; 
one in which retrospection is substituted for experience and perhaps 


*Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 

+ This and the following four papers or abstracts constitute a symposium 
on psychotherapy presented at the 1933 annual meeting of the Association. 
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new emotional attitudes adopted. An environment in which the 
patient has no feeling of responsibility for what goes on is the 
first and most important step towards reconstruction. This is an 
opportunity which should be utilized to the fullest extent, should 
be recognized as a measure of tfeatment and planned to produce 
the maximum of benefit and the minimum of harm, and to this 
end the admission wards and all that goes on therein should be the 
especial subjects of planning and regulation. 

The first impression which the new patient receives may de. 
termine whether he will assume an attitude which is cooperative 
and friendly, or whether he will become apprehensive and hostile. 

The first contacts the prospective patient makes with the in- 
stitution is in the person of the transfer nurse or attendant, who 
is sent to escort him from his home. This employee is a represen- 
tative of the medical staff, clothed for the time with plenary powers, 
an ambassador of the superintendent to the community at large. 
The institution is usually judged by the impression which he makes 
in his first contact with the patient and the family. His appearance 
and manners, his way of greeting the patient, his poise and tact 
when difficulties arise, distinguish the good transfer agent. When 
his visit has been well accomplished, it makes an invaluable link 
in uniting the hospital with the community which it serves. He is 
not an officer to apprehend and seize, but a friend to counsel and 
advise and it is only when opposition appears that any show of 
authority should be made. That which is of equally great impor- 
tance is the arrival of the patient at the hospital door. Dr. Wise, 
when he planned the institution at Ogdensburg, provided that the 
admission room should be located in one of the cottages and he 
arranged it so that the entrance and the furnishings of the recep- 
tion room should bear as little resemblance to an institution as 
possible. The room was small. There was a carpet on the floor, 
pictures on the walls, and it was furnished with a couch, a small 
table and a few chairs and rockers and its general appearance was 
made to resemble an ordinary sitting room. The personality of the 
physician, whom the patient meets in the admission room, and 
what he has to say always makes a lasting impression when the 
patient is oriented and it should be one which need never be eradi- 
cated. It is presumed that the doctor will have sufficient leisure 
to engage in conversation with his new charge in order to obtain 
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material for the admission note. This is not the time to begin the 
mental examination or even to refer casually to incidents which 
may have occurred at home. What the doctor wants to know at 
this time is whether the patient is feeling comfortable, whether 
there is anything that should be done immediately to this end and, 
if he is able to comprehend, to give him some advice which will 
inform him of the general purpose of the hospital and to tell him 
that his cooperation and interest in what is done for his benefit 
will facilitate the measures to be undertaken. 

Upon entering the admission ward, the sights which meet the 
patient’s eye, the greeting which he receives from the charge nurse 
and the things which are done for him are of no small value in 
establishing the right attitude on his part and gaining his coopera- 
tion and good will. All of these contacts with the representative 
of the hospital vary so little in different cases that they may be 
rehearsed or at least supervised until they are found to be satis- 
factory. In talking with recovered patients as to their first im- 
pressions of the institution and what effect the new experience 
had upon them, as wel: as in what one reads in autobiographies 
of those who have written about their experiences in mental hos- 
pitals, one is confirmed in the belief that first impressions are of 
the utmost importance and tend to shape the patient’s attitude 
towards his detention in the hospital. 

Another influence, which is only partially controllable, is the 
conversation of fellow patients; motivated as they always are, 
by their own delusions or resentments, it is nearly always unde- 
sirable except sometimes on the convalescent wards. If the new 
arrival has already been warned by the doctor of what he may be 
told (and usually the doctor knows who will offer it and what 
will be said), the patient can sometimes be prepared to disregard 
it and even to repeat it later to the physician. It may be possible 
when good rapport had previously been established, to make good 
use of this occasion to teach him something of mental mechanisms 
for he can often recognize the aberrations of others when he does 
not his own. The time to establish this rapport and to gain a good 
transference is at the time of making the formal mental examina- 
tion for the record. It was Adolf Meyer who called my attention 
many years ago to the importance of making this examination as 
soon as possible after admission and to keep the patient practically 
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isolated until it is done. Otherwise, he will have talked to some 
other patient or perhaps to an inquisitive nurse, and when the 
physician comes, the abreaction has already occurred and the trans. 
ference gone to another. This other person may be the transfer 
agent who brought him from his home to the hospital. The long ride 
in his company affords an ideal opportunity to talk about his ex. 
periences and history which, if the patient be talkative, he is likely 
to do spontaneously. The value of this history so obtained, even 
if incorporated in the anamnesis, is of no importance compared 
to the disturbance which will result from it in his relations to the 
physician, who should be the first to whom it is told. 

The value of frank talks with the physician cannot be too highly 
estimated. Most patients who are at all communicative appreciate 
it and find relief in talking over their conflicts and fears. In its 
beginning, psychoanalysis was referred to by Dr. Breuer’s patients 
as a “talking cure,” though at that time it must have dealt but 
superficially with the patients’ conflicts, yet it was observed to 
afford satisfaction and relief and the symptoms were temporarily 
improved. In order to be successful in more formal psychotherapy, 
one must possess certain qualifications not to be found in all hos- 
pital physicians. Among them is a trait of patience to listen without 
interrupting or arguing until the story is told. His attitude toward 
the validity of delusions and misinterpretations should be skeptical. 
Suggestions of other interpretations in line with reality should be 
offered without being dogmatic. One’s object is to induce the 
patient to alter his belief for himself—to argue with him is merely 
wasting time and may bring about a negative transference, which is 
something to be avoided. Lacking insight, partially or wholly, as 
most psychotic patients do, their objective is different from that 
of the psychoneurotic. The latter wishes to recover, while the 
psychotic only wants to go home. To translate this wish to return 
home into a wish to make a better adaptation to the home or work 
situation when he returns there, sometimes makes possible a more 
frank discussion of character traits than would otherwise be 
welcomed. 

It is quite unusual in my experience to find a state hospital pa- 
tient who can comprehend the deeper mechanisms or understand 
their interpretations. Fortunately for us their conflicts lie near 
the surface, can sometimes be quickly recognized and translated 
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for their benefit, as far as may be necessary, in terms which they 
can understand in the practical application to their daily lives. 
With some of them the knowledge that others have had to contend 
with the same fixations and hindrances and have found ways to 
surmount them and to carry on successfully has afforded them 
reassurance and courage. This is not psychoanalysis, but it is 
psychotherapy. Cheney has recently made the suggestion that this 
study of the personality makeup and the application of the infor- 
mation so obtained in advising the patient as to the handling of 
his own problems, without disclosing to him more than is necessary 
of his personality makeup and the origin of the conflicts, be termed 
“mental analysis” to set it apart from psychoanalysis on the one 
‘hand, and from the other forms of psychotherapy between which 
it seems to occupy the middle position. 

The situation of the hospital patient and his physician differs in 
important ways from that met with outside. It is more difficult 
to get the patient into the easy and relaxed attitude favorable to 
a frank expression of his trends because of the authoritative posi- 
tion of the doctor in the ward, which makes identification of him 
with the father so nuiural. It is necessary to utilize some of the 
technique of child analysis by giving him more freedom of activity 
and opportunity to express himself in posture and play when he 
is not spontaneous in speech. Ferenczi has utilized some of this 
with his adult patients in what he calls his relaxation principle. 
He seeks to adapt his own mood to correspond with that of the 
patient, to assume the part of the repressed tendencies instead of 
the repressing forces of the personality. In other words one must 
meet the patient on common ground, enter into his infantile at- 
titudes so far as it may be possible, to encourage his unrestrained 
expression. Unless the physician can adapt himself to such roles 
as these his psychotherapy will remain upon a superficial level and 
be nothing more than kindly admonition and good advice which 
a father would naturally give. 

In his paper at the Atlanta meeting, Dr. Brill gave an account 
of his pioneer psychotherapy with schizophrenics and called par- 
ticular attention to the need of ingenuity to gain the interest and 
response of the patient. He said in that paper: “I had to make 
all sorts of modifications in the technique in order to bring about 
some sort of rapport between the patient and me,” and he truly 
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adds, that when psychotherapy is successful the physician forms 
as it were, a bridge between the patient and reality. 

What is perhaps the most outstanding and best organized psycho. 
therapeutic activity in modern hospitals is occupational therapy, 
The instructor must be a good teacher, that is he must be able to 
interest the patient and arouse in him a spirit of emulation and 
pride. When that happy result has been accomplished, the patient 
is seen to appear like a different person, is interested in others and 
what they are doing and enjoys cooperation in group activities 
Occupational therapy is designed to prepare the individual to re. 
sume his place in a larger social group outside of the institution, 
He was originally sent for treatment because his ability to live 
and work in harmony with his fellows had broken down and he 
was for that reason set apart from them as eccentric, odd or strange 
and was pitied, shunned or feared according to the type of reaction 
he had adopted in an attempt, grotesque as it may have been, to 
cope with reality as he recognized it. In our mental hospitals, 
occupational therapy is aimed to bring about improvement which 
can only be recognized as mental, whatever else it may be in or- 
thopedic and other hospitals. Hence, occupational therapy is psycho- 
therapy with us. In aiding the patient to concentrate his attention 
upon practical things, to coordinate thought with movement and 
to overcome restless and incoordinate activities, it is a measure of 
great value, but more than all else it helps him to convert his 
introversion into extraversion and to resume his interest in the 
people and things of his environment. Its aim is to re-establish 
his lost capacity to cooperate harmoniously in group activities, so 
essential in the community where cooperation and teamwork are 
essential for success. Considered practically, that is all that he 
has lost and occupational therapy is one of the effective means 
in aiding him to regain it. 

Recreations and amusements of every kind, whether the in- 
dividual takes a part or whether he is merely a spectator, belong 
in the same category. It is obvious that the greater benefit comes 
to him who takes part in the performance, however simple a part 
it may be. For that reason, concerts and stage shows, including 
the cinema, have distinctly less therapeutic value than the simplest 
parlor game where the patient has a feeling that he is a part of 
the performance and that its success depends to some extent upon 
his own activities. 
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The same principle holds true in other forms of employment; 
cooperation among individuals in the group is to be cultivated, 
each doing a share to bring about a final accomplishment, each 
contributing a part in the work. It is rarely that an introverted 
patient working alone is benefited by it, the exception as I have 
seen it is in what may be called creative work, the making of 
something artistic or valuable, which excites admiration from others 
and pride in himself, and it is the praise he receives more than 
the occupation which is helpful. Thoughtless criticism or lack 
of interest on the part of the shop foreman in what he has done 
invariably excites resentment and the good effect is spoiled. But 
it should be remembered that when one is working alone, his mind 
is not always intent upon the job. It is a situation which favors 
dereistic thinking, as contrasted with cooperative work, and for 
that reason may have no therapeutic value really. 

The almost complete lack of conversation among mental patients 
is one of the noticeable features of our hospital wards. It is due, 
of course, to the patients’ introversion, their withdrawal of emo- 
tional interest from the environment and other individuals and 
its concentration within themselves. Here is an opportunity for 
psychotherapy by introducing situations into the group which re- 
quire speech, as parlor games, guessing contests and the like, 
which require them to notice each other. As long ago as 1902, 
Dr. James M. Buckley, a chaplain in one of the New Jersey hos- 
pitals, read a paper before the Association based upon years of 
intelligent observation. It was entitled ‘‘ Possible Influence of 
Rational Conversation on the Insane.” He had made a practice 
of talking to small groups of patients on current events or other 
topics of interest to them. He encouraged discussion and exchange 
of experiences and he believed it to be an opportunity for socializing 
their interests. His paper is worth reading today. 

In closing I would repeat that psychotherapy has a definite func- 
tion and place in the armamentarium of mental hospitals. Surgery 
and medicines have a definite place also and should not be minimized 
but we are dealing primarily with personalities and personalities 
must be approached, understood and modified if we are to accom- 
plish our purposes. 
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DETERMINANTS OF ADEQUATE PSYCHOTHERAPY 
IN A PUBLIC MENTAL HOSPITAL.* 


By L. E. HINSIE, M. D., New York Crry. 


The factors that help to determine adequate psychotherapy in a 
public mental hospital may be outlined as follows: 


I. The Setting. 
(a) Types of psychotherapy available for the treatment of 
the different psychiatric syndromes. 
(b) The physical facilities of the hospital. 
(c) Training of the personnel. 
(d) Selection of patients. 


II. Psychotherapy is adequate when it enables the patient, who 
had previously enjoyed good health to regain his pre-clinical 
status, by: 

(a) Complete removal of the clinical symptoms. The 
possible means of accomplishing this are many. 

(1) In children by removal of unwholesome 
stimuli (from parents or colleagues), or 
by detachment of child’s interests from 
earlier habit patterns. 

(2) In adults by one or more of several 
methods (analysis, suggestion, re-edu- 
cation). 

(b) Circumvention of the clinical symptoms, as for 
example. 

(1) Building up of latent or unused assets. 

(2) Enlargement of interests in the environ- 
ment (professional, recreational, etc.). 


*This comprises an outline of a paper read at the eighty-ninth annual 
meeting of The American Psychiatric Association, Boston, Mass., May 29- 
June 2, 1933. 
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(c) Psychotherapy is adequate when it enables the 
patient (usually an adolescent or a child), who 
has never experienced behavior, feeling and 
thinking commensurate with his age or age. 
period to gain (in contradistinction to re-gain) 
reactions commensurate with his age or age. 
period, by 

(1) Complete removal of inhibiting factors 

(endogenous or exogenous). 

(d) What are the principles involved? 

(1) “Free associations,” with insight into the 
deeper meaning of the thought content 
followed by consequent release of emotions 
from earlier ideational patterns. The emo- 
tions, detached from the earlier mental 
disciplines or from their symbolic repre- 
sentations, are then redirected upon subli- 
mated forms of activity, which the public 
mental hospital should furnish. 

(2) The new objects of the instinctive tendencies 
should comprise: 

(a) A new family unit. Physician, 
nurse and other professional 
people, who act as a new parental 
or familiar nucleus. In the trans- 
ference neuroses the physician 
alone may occupy the several 
roles, whereas in the narcissistic 
neuroses reality-testing may best 
be achieved through several in- 
dividual members. The public 
mental hospital is the equivalent 
of anew home with a new family; 
it should act in the direction of 
forming an ego-ideal to which 
should flow a large part of the 
libido bound to the original family 
group or its psychic representa- 
tion (the super-ego). 
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(b) Social activities that serve to con- 
vert subject-libido into object- 
libido. 

(c) Industrial activities that may ab- 
sorb a part of the narcissistic 
libido. 

III. Clinical Results. 
It was found that in association with the factors enumer- 
ated in the foregoing many patients improved, some to 
the point of full clinical remission. 
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THE ORGANIZATION OF PSYCHOTHERAPY. 


By ROSCOE W. HALL, M.D., 
Clinical Director, St. Elizabeths Hospital, Washington, D. C. 


In a broad sense every mental hospital uses psychotherapy in 
some form, so that there should be small need to make a plea for 
its intelligent and directed application. According to Dr. Adolf 
Meyer, “ Hospitals are attempts at mass treatment gradually work- 
ing their way back to the individual patient.” Psychotherapy can 
be made an important part of this desirable individualization, and 
may be organized in two general ways: (1) the creation of a 
special psychotherapeutic department, relieved of administrative 
routine, and (2) the development of psychotherapeutic ability in 
promising personnel. 

In connection with the first plan—the creation of a special 
psychotherapeutic department—brief reference will be made to the 
experience at St. Elizabeths Hospital. Some fifteen years ago 
Dr. William A. White innovated such a department, with Dr. 
Edward J. Kempf as its first head, and with its members relieved 
of administrative and other clinical duties. At one time certain 
wards or buildings were given over to patients receiving psycho- 
therapy ; again, selected patients from all over the hospital would 
be referred to the psychotherapists. At present the hospital has 
three psychotherapists, all of them psychoanalysts. No arrange- 
ment has proved completely satisfactory to all concerned. An out- 
standing point is that no psychotherapeutic arrangement can be 
made, or results accomplished, independent of the personality of 
the psychotherapist. The personality limitations have to be con- 
sidered along with the resources. Certain psychotherapists deal 
better with certain types of patients than with others, and not only 
are the patients selected for psychotherapy but the psychotherapist 
is selected for the patient. 

One appreciates the efforts of the psychoanalysts to be scientific 
and to make psychoanalysis approximate a science, but it is doubt- 


*Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 
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ful whether the artistic qualities are ever divorced. Indeed, if | 
were a psychoanalyst, I should take a considerable conceit in the 
art or personal quality of my practice. Not many public mental 
hospitals have psychoanalysts attached to their staffs, but there are 
very few psychiatrists practicing psychotherapy today who have 
not been influenced and stimulated by psychoanalytic principles, 
It is a common impression that psychoanalytic technique has very 
limited application to the psychoses, and is more effective with 
modifications, which in turn are a challenge to the resources of 
the psychotherapist. However, psychoanalytic modifications by 
no means exhaust the armamentarium of the psychotherapist. 
Suggestion and reeducation are worth considerably more than their 
vague and unsatisfactory definitions imply. A comparison of the 
various definitions of suggestion throws sufficient light on our 
lack of real knowledge concerning it. Freud himself does not 
decry all suggestion, although he puts it in a rather negative way 
when he says “it is not a serious fault to admit some suggestive 
therapy.” Many practitioners of the Freudian school have insisted 
stoutly that suggestion does not enter into psychoanalysis. It may 
not enter into the analytic part of the method—the search for 
the origin of the morbid condition—but it is more difficult to see 
how it can be eliminated from the vastly important, consequent, 
constructive part. In this connection it is somewhat refreshing to 
find the statement by Schroeder in an article on “ Psychoanalysis 
and Suggestion,” in The Psychoanalytic Review, ‘ First let us 
be frank and admit that there is always an element of suggestion 
accompanying even the better psychoanalytic procedure, as that is 
practically applied.” I see no adequate reason why such a fact 
need be expressed in semi-apologetic language, as though the 
analytic procedure were contaminated by suggestion. Contaminated 
it may be, but I doubt if it is vitiated by it. Some critics of psycho- 
analysis maintain that it is merely an elaborate form of suggestion. 
Such an attitude indicates more prejudice than knowledge of its 
actual practice, unless the concept of suggestion is extended to 
such lengths as to make it valueless. It is probably nearer the 
truth to say that psychoanalysis uses in part an affective process 
(transference) on which suggestion depends. The psychoanalytic 
school deserves much credit for the light it has thrown on the 
transference. 
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The psychoses present psychotherapeutic problems along two 
main lines—adaptation and insight ; and while the latter is highly 
desirable, the former, that is, adaptation, is more essential. We 
have all seen patients make surprisingly good improvement or 
recoveries with no evident insight, and, conversely, there is no 
more pathetic sight than that of a patient who can glibly describe 
his conflicts, complexes and make-up in psychoanalytic terms but 
who is unwilling or unable to make any better adaptation than 
occupying a ward-bench. The question of why and how the patient 
improves is of no less concern than why and how he became ill, 
but we usually know considerably less about it. The patient’s own 
explanation is often as superficial and inadequate as his account of 
the etiology, and not infrequently the physician’s understanding 
is no better, but merely different. In some cases I am as skeptical 
of the psychoanalyst’s insight as I am of that of the patient. One 
knows how in a given case, occasionally one psychoanalyst will find 
as an etiological explanation a birth trauma; another, an Oedipus 
situation ; another, anal or oral eroticism, etc. 

The goal of psychotherapy is a combination of the two lines, 
adaptation and insight. It is the release of energy that is bound by 
internal conflict and interest, and the intelligent direction of all the 
available affective energy into channels that lead to more healthy 
social adaptation. The process of psychotherapy might be de- 
scribed as an affect-mobilization (transference). This is not dis- 
regarding the intellectual, for it takes understanding to direct any 
efficient mobilization at the social level. 

These patients have all made a failure in adjustment of one sort 
or another and the mental hospital should offer a protective en- 
vironment which gives them opportunity for adaptation in keeping 
with their resources, and is capable of expansion as those re- 
sources increase. The small private hospital usually has the ad- 
vantage in individual attention but the large public mental hospital 
is more fortunate in its range of opportunities for useful energy 
outlets. Furthermore, these activities, which range from floor- 
blocking to skilled manual and intellectual work, and include sports, 
the theatre, dances and other socializing anl diverting recreations, 
give the physician a favorable opportunity to go over with the 
patient his large and small difficulties in ward and hospital adjust- 
ment, what he does as well as what he says, his practical problems 
their mechanisms, bases, etc. In this way the patient gains useful 
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insight along with that coming from a more direct investigation 
of his personality and the problems and situation that led to his 
hospitalization. Many patients are incapable of any of this and 
the problem with them is mainly one of custody. Where there is q 
limited adaptive capacity, a patient may become a useful and 
happier member of the hospital community even though there is no 
prospect of outside adjustment. 

There may seem to be a digression here to occupational therapy 
but I do not believe that psychotherapy in a mental hospital should 
be divorced from or disinterested in the patient’s working activities 
except perhaps in the early stages while transference is being de- 
veloped. A major criticism of the hospital psychoanalyst is that 
not infrequently he does not know or is not sufficiently interested 
in the patient’s working and social activities ; that the patient exists 
only during the analytic hour. It may be added, however, that 
from a theoretical standpoint, psychoanalysis would probably be 
the last to deny the value of the acceptance of external reality, of 
which work or any organized activity is a part. With this criticism 
there is no minimizing of the importance of insight for in attaining 
insight one hopes for three results: that the present sickness will 
be helped; that the patient will, with a better understanding of 
himself and his problems, be a happier and more efficient person 
after recovery ; and that the patient may have the means of pre- 
venting future attacks. 

In most mental hospitals, the development of psychotherapeutic 
ability in promising personnel is the more practicable plan for pro- 
viding psychotherapeutic attention for the patients. On any psy- 
chiatric staff it is not difficult to pick out those physicians who, in 
addition to a sincere interest in the welfare of their patients, have 
the ability to establish a rapport, to gain their confidence and 
respect, and to influence them to a better adaptive endeavor. There 
is nothing new in this and some of the finest examples of its prac- 
tice are among hospital physicians of older generations who were 
interested at least as much in the personal problems of their pa- 
tients as in the yield of their acres or the breed of their cattle. 
But it is to the credit of recent years that attention has been paid 
to the processes involved and a better understanding developed. 
While, obviously, greater personal experience is desirable, the 
service possibilities of junior physicians are by no means to be 
ignored. If they have the ability, the experience will come; while 
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no amount of experience can compensate for the lack of original 
ability. It is no reflection on many hospital physicians that their 
forte is housekeeping, but it is unfortunate that in the usual mental 
hospital organization so much of the time of the physician who 
has some psychotherapeutic ability should be taken up with house- 
keeping and clerical details that could be relegated to competent 
lay assistants, thus giving him more time to deal with the personal 
problems of his patients, by which is meant particularly help in 
the solution of internal conflicts and a constructive hospital adap- 
tation. Where feasible, the plan is suggested of relieving the phy- 
sician who has shown psychotherapeutic interest and ability from 
sufficient administrative and medical routine to enable him to de- 
vote several hours a day to psychotherapy. In any case, the de- 
velopment of a psychotherapeutic attitude on the part of the 
medical staff is to be encouraged. Such an attitude can have use- 
ful expression even in daily ward rounds, unless they are of the 
most perfunctory type, and in its stimulating effect it has a value 
to the physician as well as to the patient. 

Only a small proportion of mental hospital patients are suitable 
for intensive psychotherapeutic work, but many more might be 
helped by an occasional interview dealing particularly with their 
progress—or lack of it—in solving their personal problems and in 
improving their hospital adjustment. Too much importance can 
not be attached to the psychotherapeutic value of the initial inter- 
view after the patient’s admission to the hospital. When practicable, 
it should serve to orient the patient as to the circumstances of and 
reasons for his hospitalization, concerning which frequently and 
unfortunately he has ignorant or distorted notions, and should out- 
line to him in a frank and sympathetic way what the hospital plans 
to do in his case and expects of him. Some patients speak more 
freely of their psychotic content on this occasion than on any other, 
and this material is useful in subsequent discussions. Of little less 
importance is the psychotherapeutic attention given just before the 
patient’s discharge, in case he has recovered or improved suf- 
ficiently in adaptation to leave the hospital. There should be a 
review of his assets and a consideration of his past psychotic ex- 
periences in so far as they are helpful in determining future attitude 
and conduct. Where situational factors were of importance, the 
course is obvious. A majority of patients wish to leave the mental 
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hospital when they are well enough to do so (and, of course, 
numerous others, when they are not), but in a smaller number 
who have become “ institutionalized ” the wish to leave has to be 
cultivated and a more independent attitude developed, and here a 
mixture of psychotherapy, more strenuous working assignment, 
and curtailed privileges is useful. Of the total number of patients 
discharged, many will have relapses, but at least there is no proof 
that this sometimes dishearteningly large number can not be re- 
duced by more care than the hit-or-miss fashion in which patients 
are usually discharged. 

While the same need for psychotherapy obtains in all mental 
hospitals, it is doubtful whether a uniform plan of organization 
could be made on account of the individual hospital differences in 
the quality of medical personnel, in the proportion of time available 
for psychotherapy, in the types of patients admitted, and in the 
arrangement of the wards and buildings. Each hospital has its 
own peculiar problems, and its own advantages and handicaps, 
and a psychotherapeutic organization should be developed in keep- 
ing with the practical needs of the situation. For example, some 
years ago at St. Elizabeths Hospital, one of the psychotherapists 
was assigned to a small building which was occupied exclusively 
by patients receiving psychotherapeutic attention. Among the more 
intelligent hospital patients in general, this came to be regarded 
as a “discharge building,” and transfer there was sought by the 
patients as a final step to discharge. For some of the patients this 
was well enough, but many others were very psychotic and their 
psychotherapy was interfered with by their pressure for dis- 
charge. As a result of this, and also because of the desirability of 
having psychotherapy available for the newly admitted patients, 
the psychotherapist was transferred to the admission service. 
There, more intensive psychotherapy was indicated only in ex- 
ceptional cases, but a much larger number (though still a minority 
of all admissions) was given more superficial psychotherapeutic 
attention. Where a case warranted it, the psychotherapist kept in 
contact with the patient when the latter was transferred to other 
buildings. If the physician in charge of the admission building of 
any mental hospital has psychotherapeutic interest and ability, 
and some relief from administrative routine, he can give similar 
psychotherapeutic service to his patients, and, it is believed, with 
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beneficial results. It is also desirable and practicable that the psy- 
chotherapist of greater experience should instruct the promising 
junior physicians in the art and practice of psychotherapy, par- 
ticularly as it pertains to certain individual patients that they have 
examined and that would probably be benefitted by psychotherapy. 
These junior physicians can then keep in contact with such patients 
and be held responsible for their psychotherapeutic progress. In 
addition to caring for these more obvious patient candidates for 
psychotherapy, the physician should be trained to consider the 
psychotherapeutic possibilities in each patient and should always 
keep in mind the simple question, “ What can be done for the 
patient? ’’ While in some cases psychotherapy is indicated im- 
mediately following admission to the hospital, it should not be for- 
gotten that certain other patients may become cooperative at a 
later date and even years after admission and be well worth psycho- 
therapeutic attention. This can be provided by arrangements similar 
to those used on the admission wards. 

In addition to the medical personnel, no psychotherapeutic or- 
ganization can afford to disregard its nurses and attendants, and 
here also the personality feature plays no less a part. There are 
certain patients to whom a motherly type of nurse is invaluable, 
and she should be no novice at weaning. Other patients may re- 
spond to an engaging and stimulating personality, or to an attractive 
physique. In every mental hospital there are certain male nurses 
and attendants who stand out in their ability to deal with patients, 
sometimes by their capacity for leadership, again by their in- 
tuitive appreciation of the patient’s personality problems, and these 
qualities can be developed and directed with profit to both patient 
and employee. 

In conclusion, inasmuch as every mental hospital must be con- 
cerned with what can be done for the patient, consideration should 
be given to the directed application of psychotherapy. The most 
important factor in psychotherapy is the personality of the psycho- 
therapist. If practicable, a special full time psychotherapeutic de- 
partment is desirable, but in any event it is essential to develop a 
psychotherapeutic attitude on the part of each member of the 
hospital staff, and to utilize more extensively the services of staff 
physicians with psychotherapeutic ability by relieving them to 
some extent from administrative and medical routine. 
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OBSTACLES TO PSYCHOTHERAPY .* 
By LEWIS B. HILL, M.D., Battrmore, Mp. 


It is the thesis of these remarks that the cause of the dissatis- 
faction with current psychotherapeutic activities which exists in our 
minds is to be found in the absence of close association between psy- 
chotherapeutic thinking and psychopathological information. Psy- 
chiatrists have been too often content to trade upon the transference 
situation without due consideration of its origin, significance and 
potency. They have rather focused their attention upon the various 
procedures such as hydrotherapy which have been used partly in 
their own right and partly to carry across the desired suggestion. 
The result has been confusion in the minds of the therapists and 
has stood in the way of serious investigation of pathology and 
the precise means available to correct morbid process. Whereas 
medical therapy has been influenced intimately by advances in 
knowledge of physiology and pathology, psychotherapy has too 
often remained apart. It has been content to depend upon trans- 
ference without a knowledge of the psychology of transference ; 
and in lieu of pathology, it has used an extensive descriptive 
psychiatry leading to a diagnostic classification rather than to an 
understanding of the vital process and significant content in the 
patient’s mind. 

That this state of affairs exists in spite of the thorough intro- 
duction into American psychiatry by Dr. Meyer of a dynamic 
conception and in spite of extensive research by the Freudian 
school into the dynamics of transference, is worthy of comment, 
and brings up the next question. Why are psychotherapists willing 
to neglect psychopathology and to content themselves with thera- 
peutic agencies calculated only to influence surface manifestations ? 
The answer to this question, which was presented by Freud some 
sixteen years ago, remains illuminating and unrefuted. His re- 
searches demonstrating the existence and importance of resistance 
to insight can be applied to the psychotherapist as well as to his 


*Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 
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patient. It is thinkable that the dependence of psychotherapists 
upon casual, remote and unconvincing approaches to mental illness 
is in the nature of a conspiracy with the patients to avoid the 
unpleasant and painful truth. Educated to a lively appreciation 
of the advantage of accepting conventional fictions about human 
motivation and personal relationships, psychiatrists find the truth 
of human motivation and of the transference situation unendurably 
illuminating. It might be shown that the psychotherapist has been 
ensnared by a process which has been described as repression 
and a “return of the repressed.” He has hidden his own motiva- 
tions, and after a certain amount of working through in the form 
of medicine and psychiatry, he is enabled to find the same moti- 
vations in the mind of his patient, where they do not contribute 
to his embarrassment. Unfortunately for his peace of mind, if 
he endeavors to investigate his patient’s attitudes in detail and 
to the depths, he finds it necessary to deal with the transference 
situation in which he discovers that it is a two-sided relationship, 
In order to be successful in his investigation and his therapy, he 
must become aware of his own motives in wishing to influence 
the patient. Such an embarrassing situation has led many a 
psychiatrist to retreat behind the impersonal safety of a faith in 
continuous baths and the making of hooked rugs. 

If the obstacle to adequate psychotherapy is the psychothera- 
pist’s ignorance of clinical psychology and psychopathology, or, 
in short, of the depths of human emotion in health and disease, 
and if this ignorance is not entirely accidental, but in part a 
defensive attitude protecting him from conscious discomfort, then 
we may suppose that there will not be appreciable improvement in 
the adequacy of psychotherapy as a result of a mere executive 
reorganization of its program. The remedy to be applied to the 
psychotherapist is not unlike that which it is desired he should 
apply to his patients. First, some selection should be made among 
physicians to exclude those who do not have therapeutic talent. 
Those who do should be exposed to all influences which will in- 
crease their insight and their willingness to have insight. Such 
influences may be expected indirectly but definitely to improve psy- 
chotherapeutic ability. Man cannot be forced into insight, as those 
psychiatrists who endeavor to thrust pathological information into 
the consciousness of their patients have or should have discovered. 
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However, he can be led, perhaps only by means of transference, to 
a desire to take at least some steps in this direction. It becomes the 
duty of those who are interested in improving psychotherapy to 
direct their efforts to exposing physicians who show therapeutic 
promise to the infecting influences of those teachers who do know 
something about psychopathology. Of some means of inoculation, 
the following may be briefly mentioned. 

1. This Society might well bring pressure to establish the prac- 
tice in psychiatry, which is common to surgery and medical spe- 
cialists, of requiring interneship in teaching hospitals before recog- 
nizing the right of candidates to hold responsible positions in 
large public hospitals. It is not argued that there are not excep- 
tions—persons who accomplish much without such training—but as 
a general rule there is a danger that a successful psychothera- 
peutic career may be nipped in the bud because of the initial 
experience of a year on the wards of a state hospital without 
educational and developmental influences. Casual and inadequate 
psychotherapeutic attitudes are thus acquired and pessimism incul- 
cated before any appreciable psychopathology has been learned, 
and they are with difficulty eradicated. 

2. Those physicians who show ability as psychopathologists and 
teachers should be retained as clinical directors in large hospitals, 
where their duties might well consist chiefly of teaching. There 
is a serious need for teaching by the case method, which has been 
so brilliantly successful in social service. 

3. There should be provided lectures, reading courses, seminars 
and an adequate psychiatric library in all public hospitals pro- 
fessing to carry on rational psychotherapy. 

4. Since psychoanalysis is responsible for so large a contribution 
to current knowledge of psychopathology, large public hospitals 
should consider if they can afford further to ignore its value. 
This is not to recommend psychoanalysis as a therapeutic pro- 
cedure to be applied to any appreciable number of patients. It is 
certainly not a recommendation that young psychiatrists be per- 
mitted to attempt to psychoanalyze before they have been properly 
trained. What is suggested is precisely this: That opportunity 
should be presented to the junior staff of the hospitals to become 
familiar with psychoanalytic ideas from authoritative sources, and 
that those who find reason within themselves to be psychoanalyzed 
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should not be regarded therefore as out of sympathy with the 
problems of the hospital. 

What result might be expected from such a program aiming to 
influence the basal difficulty of psychotherapy? First, we ma 
agree that there will not be an appreciable increase in the discharge 
rate among chronic patients. It is not a legitimate criticism of 
psychotherapy that it fails to cure the incurable. A large proportion 
of the chronic population of a large public hospital suffer from 
organic degenerative disease for which there is no known cure, 
Another large proportion suffer from malignant and progressive 
mental disorders for which as yet we have no practical therapeutic 
suggestions beyond the benign influence of a well conducted hospital. 
The question of the propriety of a therapeutic program is not 
answered in terms of the chronic population. It depends rather 
on the fate of the newly received first admissions. If nothing 
further were accomplished through a study of psychopathology 
and its application to therapeutic thinking than the avoidance 
of some of the disastrous accidents which such patients experience, 
we should at least have complied with an important portion of 
our Hippocratic oath, that where we cannot cure, we avoid doing 
harm. In this connection, it is pertinent that the promulgation 
of therapeutic policies in terms of the needs of patients and the 
meaning to patients of their experiences must extend beyond the 
medical staff to the ward personnel. I am not recommending that 
attendants be taught the scientific vocabulary of psychopathology. 
The facts of patients’ experiences and ideas can be presented in 
plain English. Frequently I have observed that attendants had a 
better native understanding of the patient’s subjective situation 
than did the physicians in charge of them, so that a discussion 
between physician and attendants might well prove mutually 
profitable. 

The actual benefits from a procedure endeavoring to relate 
psychotherapy to psychopathology would include the segregation of 
recoverable patients, the avoidance of unrecognized trauma to 
them, and the extension by research of our knowledge of psychotic 
thinking. A particular benefit which could result would come 
from a critical discussion of the various means of therapy now in 
common use, to determine upon what principles they function, 
what is their symbolic meaning, how they are effective, and at what 
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cost, and wherein they fail to meet the patient’s needs. This project 
might well occupy the attention of a research committee, and 
should result in the elimination of useless procedures and the 
development of more efficient practice. As an example of the 
matter under discussion, the presentation of hydrotherapy from 
a psychological and psychopathologic viewpoint would do much to 
avoid damaging certain patients by forcing them to hydrothera- 
peutic experiences, the meaning of which to them is not now 
recognized by their physicians. A consideration of the problem 
of counter-transference in hydriatic workers seems to be the only 
way to avoid the psychological and sometimes physical abuse which 
these attendants visit upon resistant patients. 

Finally, a most desirable result of re-orientation of therapy in 
relation to pathology is that it would convert the mental hospital 
into a teaching center in which physicians and other interested 
could acquire adequate and accurate knowledge of mental hygiene. 
From such a center, physicians and others would go into the com- 
munity practically equipped to deal with those situations which if 
neglected bring about hospitalization of their victims. It would 
be a step toward closing the chapter which has to do with hospital 
trained psychiatrists who treat their hysterical and other psycho- 
genic patients with electricity and luminal. This seems to be the 
only way in which the public hospital can effectively reduce its 
chronic population, namely, by producing competent workers to 
cut off the supply some place near its source. It will require 
some such vision as this to persuade hospital administrators to 
undertake the program. 
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FINANCING ADEQUATE PSYCHOTHERAPY.* 
By GEORGE H. PRESTON, M.D., Batrmmore, Mp. 


This paper is concerned with the possibility of financing psycho- 
therapy in public mental hospitals. Clearly the nature of the pro- 
gram, its extent, the number of patients it reaches and its effective- 
ness in producing results will influence its practical application to 
public hospitals. 

Whatever adequate psychotherapy in public mental hospitals may 
ultimately mean, whether it means the application of psychoanalytic 
treatment to a limited number of patients, the mobilization of the 
psychically constructive factors in the usual hospital régime, the 
organization of special departments of psychotherapy, or the edu- 
cation of the hospital staff in psychopathology, it does not seem to me 
to present any insurmountable financial barriers. What I wish to 
suggest is that a plan can be adopted and carried out provided certain 
requirements are met. 

Any of you who are familiar with the history of the institutional 
care of mental patients will recognize at once that the various ser- 
vices in public hospitals have developed in the order in which the 
superintendents of these hospitals have become interested in these 
services. In most communities the superintendent of the public 
mental hospital is an influential person whose ideas as to the care and 
treatment of mental patients set a general standard for the com- 
munity. He may not, and almost never has in his hospital all the 
services which he wishes, but if he wishes for some particular thing, 
if he feels that his patients need some particular type of treatment, 
if he talks about this and insists on it, if he organizes his hospital 
so that that particular thing can be done with the least expense, if he 
is willing to see some other services or plans passed over or cur- 
tailed, so that the particular service which he wishes can be given 
to his patients, that service will be supplied by public funds. You 
have only to go through a number of public hospitals with the 
superintendents to find out that there are occupational therapy hos- 


*Read at the eighty-ninth annual meeting of The American Psychiatric 
Association, Boston, Mass., May 29-June 2, 1933. 
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pitals, building hospitals, dairy herd hospitals, medical hospitals, 
sterilization hospitals, out-patient clinic hospitals and occasional 
psychiatric hospitals. You will find very much the same thing if, 
instead of going through the hospitals, you read the reports of the 
superintendents. Among hospital reports chosen at random, one 
report devoted almost 60 per cent of the space to a discussion 
of over-crowding and problems of hospital population. In another 
about half the space was devoted to buildings and the need of re. 
pairs. In another report about one third of the space was given 
over to an account of out-patient clinics, their work, results and 
plans for future development of this program. Two superintendents 
devoted a third of the space in their reports to an account of the 
dental, surgical and laboratory work in their hospitals. Another 
superintendent devoted the largest share of his report to an account 
of the social service activities in his hospital and the next largest 
share to an account of the occupational therapy set-up. I believe 
that you can be quite sure that a superintendent who devoted the 
largest share of his annual report to a certain hospital activity is 
interested in that activity and will see to it that that particular 
activity develops to the maximum in his hospital. Just as there is 
no uniformity as to what a superintendent will show you when he 
takes you through his hospital, so there is little uniformity as to 
what he will mention in his report. In the reports which were re- 
viewed there was no one type of hospital service which was men- 
tioned in every report. Many superintendents talked about the 
nursing service in hospitals, many mentioned the general health of 
the patients, or occupational therapy or hydrotherapy, or X-ray ser- 
vice, but there was no one thing that was mentioned by all ten. Of 
all the items noted, strange to say, dental service was mentioned 
more often than any other. Those of us who are interested in psy- 
chotherapy should consider carefully why it is that a patient’s tooth 
is given more attention than his super-ego. In this difference lies the 
solution of adequate psychotherapy in public mental hospitals. 

In the reports there was only one which mentioned psychotherapy 
and in the report which did mention it, it occupied about one anda 
half per cent of the total report. This would seem to indicate that 
in the hospitals which were chosen as a sample, there was little 
interest in psychotherapy in relation to the general hospital program. 
No superintendent seemed to feel that he could refer to the psycho- 
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therapeutic work done in his hospital in a way which would add to 
the prestige of his hospital and no superintendent felt that the need 
for this form of treatment was great enough to include it among 
those services which should be developed in the future. 

The entire history of the care of mental patients in hospitals 
bears out the contention that, as soon as the superintendents of hos- 
pitals became convinced that a certain type of treatment was needed 
for their patients, they proceeded to develop that type of treatment. 
Methods of treatment and the medical thought that underlay them 
have changed and the changes have been brought about as the per- 
sons in charge of the care of patients in hospitals have become con- 
vinced that the methods in use were not effective and that better 
methods had been devised. Dr. Rush’s advice to pour cold water up 
the patient’s coat sleeve was a type of hydrotherapy which fitted 
into his theory of insanity. His bleeding and purging and “ low 
diet” fitted in with the same philosophy. His advice that the phy- 
sician, on seeing a mental patient for the first time, should fix the 
patient’s eye and hold it till he had conquered the patient and that, 
if this and other similar methods did not succeed, the physician was 
justified in resorting to the fear of death, certainly represented 
attempts to change the patient’s attitude toward himself, his illness, 
the people around him and toward reality. It seems to have been 
psychotherapy based upon theory which we have now abandoned, 
but it was practiced because of Dr. Rush’s influence. 

The controversy over the reduction of restraint and the increase 
of occupation for patients had many aspects which are similar to 
the present discussions of psychotherapy. Some workers were sure 
that the reduction of restraint would increase the cost of managing 
hospitals to a point which the public would be unwilling to carry. 
Others were sure that any attempt to reduce restraint would damage 
not only the other patients in the hospitals but also the patient re- 
leased from restraint. Gradually a few men became convinced that 
patients could be released without great expense to the hospital and 
without any damage to themselves or others. All of you know people 
who “opened up” hospitals, unlocked doors, took off muffs, and 
so forth. The thing that made this possible was the conviction that 
it would work plus the demonstration that it had worked in other 
places. The same thing can be said of occupational therapy, of 
social service, of clinic programs, of training schools of nursing, of 
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dental work and of routine laboratory work. All of these are now 
recognized necessities in any hospital and exist in the majority of 
hospitals. They exist because the superintendents are convinced 
that they are necessities and they will remain in hospitals as long 
as the superintendents believe that they are necessary for the wel- 
fare of the patient. There may be shorter or longer periods during 
which unusual financial stress makes serious curtailment of hos- 
pital work necessary. During these periods many people outside 
the hospitals are going without sufficient food, are unable to have 
dental care, go cold for lack of fuel, and are losing their homes 
for lack of interest money. Under such conditions it is impossible 
to give our patients the same quality of care that we do in normal 
times. Some of the things that we know we should do for them 
will have to be left undone, just as many people are leaving undone 
things that they know they should do for their children. We cannot 
maintain in our hospitals a grade of care that is above that at which 
the mass of our citizens are living. Some of the hospital services 
will have to be sacrificed (even some of the things that we believe 
to be very necessary) but the sacrifice will be of relatively short 
duration and the grade of care will rise rapidly with the rise of 
general living conditions. 

The fact that many hospitals at the present moment are without 
services which their superintendents believe they should have is 
not of great significance and will be cared for in the future as it 
has been cared for in the past. The fact that certain hospitals are 
without facilities which the majority of psychiatrists believe to be 
essential because the superintendent of that particular hospital 
does not believe that they are necessary is much more important 
and is one of the serious problems of anyone who is interested in 
hospitals as a group. The fact that one special type of service 
exists in relatively few hospitals simply means that relatively few 
superintendents have been convinced of its value to their patients. 

I believe that this is the situation in regard to psychotherapy in 
any of its forms. The majority of superintendents have not been 
convinced that psychotherapy is needed for certain of their patients 
in the way that they have been convinced that malaria is needed 
for a small number of patients. The matter of technique, the 
matter of adapting a particular service to large numbers of patients, 
the matter of adjusting the expense to the hospital standards are 
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of a secondary importance. These are problems which the super- 
intendents of hospitals are accustomed to solve. They have solved 
the matter of expense in regard to scores of other services. They 
are familiar with the problem of supplying service to numbers of 
patients even when this service is an individual and personal ser- 
vice. Whenever someone succeeds in convincing a number of 
superintendents of public mental hospitals that something is neces- 
sary for the welfare and treatment of their patients, these men will 
work out the problem of getting the service to the patient. They 
have not yet been convinced. 

The problem of financing adequate psychotherapy in public 
mental hospitals is the problem of presenting to hospital superin- 
tendents some plan for psychotherapy which they believe will be 
beneficial for the patients they receive. The burden rests upon 
those who have a knowledge of a technique which it is difficult for 
the average hospital superintendent to acquire. The society or foun- 
dation which will support such pioneering educational work will 
advance the public care of mental. patients to an extent which 
cannot be predicted at present. 


DISCUSSION. 


Dr. Ropert WoopMAN (Middletown, N. Y.).—I am glad that the dis- 
cussion this afternoon did not limit itself to one form of psychotherapy; as 
I think over the history of psychotherapy it appears to me that no one 
form has had all the success. Each of the great practitioners of psycho- 
therapy has had his or her own theory and method, and has accomplished 
some results. Perhaps that is only a way of saying that psychotherapy is not 
on a thoroughly scientific basis; nevertheless, we all know that it is useful, 
and that the attitudes and progress of the patients under our direction depend 
a great deal upon how they are handled in matters of management that are 
essentially psychotherapy. 

Psychotherapy, I take it, upon the whole tends to reconcile the conflicting 
claims of the personality, to put the patient back in a condition of harmony 
with himself. Few of us are going to be able to use psychoanalysis alone for 
that purpose. Many of us cannot use it at all. But we can plan the entire 
regimen of the patient in the light of what its psychotherapeutic effect 
will be. 

One thing about psychotherapy that hasn’t been mentioned as strongly 
this afternoon as I think it should be is that any psychotherapeutic process 
to be a success must be something that the patient believes in. We must 
get something to the patient that means something to him. Perhaps that has 
been included here this afternoon under the head of transference. Persuasion, 
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education, socialization, we have heard mentioned. I like to combine all those 
things and more under one heading in a little different way, and that js 
to say that after our patients have had their opportunity to tell their story, 
have had an opportunity to get acquainted with their doctor, have had an 
opportunity to realize that he is their physician and working for them, this 
persuasion, education and socialization can be summarized in the form of 
furnishing the patient a program. He comes into the hospital lacking a 
program, defeated, at loss to know where to turn, and he can be helped by 
being shown a way to go forward. 

Dr. Stetson in his address said that he thought, as I caught the word, 
that our patients needed an education in opportunism. I take it that he 
meant being taught how to seize and use their opportunities. 

Perhaps I can’t conclude much better than to use a few words from another 
address this morning, Mayor Curley’s. He told us of the importance of 
bringing sunshine, faith and hope to our patients, and psychotherapy is one 
of the means of accomplishing that, for facts are not only what they are but 
also what they mean to us and their meaning is susceptible of psychothera- 
peutic modification. 


Dr. Howarp W. Porter (New York City).—Dr. Preston’s paper reminds 
us of the old saying that any hospital or institution reflects the personality 
and interests of its superintendent, and when we were told that at St. 
Elizabeth’s Hospital, in Washington, there is a special psychotherapeutic 
division it was not at all surprising when we realize who the superintendent is. 

It seems to me that in every contact which a patient has with anyone ina 
hospital, whether it is a doctor, nurse, social worker, attendant or other 
employee or officer, there are psychotherapeutic possibilities; one of the 
most important parts of psychotherapy is the nature of this relationship or 
contact. 

With reference to occupational therapy there are three psychotherapeutic 
aspects. These are as follows: the relationship between the patient and the 
occupational therapist; the opportunities which the occupational therapy 
gives for the patient to sublimate his emotional drives; and the use of 
occupational therapy as a retraining procedure and a means of keeping alive 
a contact with reality. 

Although the analytic technique as such may be difficult to apply in a 
large hospital, nevertheless analytic concepts are of great value in the 
understanding of the psychosis and should form a basis for much of our 
psychotherapy. Dr. Hill said that the psychotherapist often neglects psycho- 
pathology. It seems to me that the psychotherapist who neglects psycho- 
pathology is not a psychotherapist ; hence the need for a fundamental training 
in clinical psychiatry before engaging in psychoanalytical work. 


Dr. Isapor H. Corrat (Boston, Mass.).—In listening to this group of 
papers I made a few random notes on psychotherapy in general without 
attempting to be critical to amy member of the group. 
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Experience has shown that there are two kinds of psychotherapy: First, 
the adequate or scientific psychotherapy, that is, psychoanalysis ; and secondly, 
the inadequate or unscientific psychotherapy known as suggestion. From 
the dynamic standpoint suggestion is a method of reinforcing our ideas 
based upon our omnipotence of thought. We hope that the power of certain 
words in a wishful way, like the magic of the primitive medicine man, will 
make certain symptoms disappear. Suggestion is not interested in the 
origin of symptoms; it merely waves a wand and the hoped for therapy is 
supposed to be accomplished. Adequate psychotherapy or psychoanalysis is a 
dynamic psychotherapy. Its object is to overcome deeply-seated motivations 
and inner resistances which are responsible for the creation of symptoms in 
the neuroses and the psychoses. 

The two types of psychotherapy as they have been discussed in this group 
of papers, the individual and the group, are, of course, entirely dependent 
upon the transference situation. I must take issue with a statement in one 
of the papers, which brought forth the viewpoint that the physician must 
assume the active role of the parent in psychotherapy, because if the physician 
takes over this active role of the stern parent, and the patient already has 
a super-ego which has been molded by a stern parent, his or her symptoms 
are going to become worse. This is particularly true of the affective de- 
pressions, which are essentially self-punishment mechanisms from an over- 
strict super-ego. 

So far as occupational therapy is concerned, I do not feel that such therapy 
is of any value whatsoever unless it proceeds along the paths of sublimation. 
In the group situations which have been emphasized, the question of identifi- 
cation enters in, and this identification is nothing but the infantile child 
parent relationship. 

No psychotherapy can be carried out adequately unless we know the 
inner meaning of the psychotic or the neurotic symptoms, and until this 
inner meaning is known from the dynamic, topographic and economic stand- 
points, that is, their settings in the mental apparatus, all psychotherapy is 
bound to be a hit or miss psychotherapy, and the most pernicious form of this 
hit or miss psychotherapy is suggestive therapeutics. 


Dr. ArtHur P. Noyes (Howard, R. I.).—I was interested in all of these 
papers this afternoon; perhaps I was particularly interested in the one by 
Dr. Preston, inasmuch as for a few years we have been trying to discover 
in Rhode Island some way by which we could organize a psychotherapeutic 
department. 

Finally, about a year ago, we succeeded in establishing a small department 
of psychotherapy, the personnel of which has no administrative or ward 
duties, its activity being devoted entirely to psychotherapy, and to nothing 
else. 

The methods followed are eclectic; no one formal type of psychotherapy 
is followed. Perhaps the first method of approach is that of institutional so- 
tialization. The next is an attempt to exteriorization of interest on the part of 
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the patient. Then, third, the method of the transference. Next, the psycho 
therapist attempts to investigate and to discover the particular factors which 
have been operating in that special patient, and then to make the patient 
discover them for himself; and a great deal can certainly be done in that way, 
The results have been very gratifying, exceedingly so, much better than ] 
expected. 

Another incidental value has been in the instruction of the junior members 
of the staff, because from time to time the psychotherapist presents before 
the staff a review of the work done with the individual patient, of the 
factors that have been discovered, the dynamics that seem to have been 
operative, and the results that have been obtained. 


Dr. Wo. A. Waite (Washington, D. C.).—Mr. Chairman, I have been 
trying to restrain myself for some time but your invitation broke down the 
last barrier. 

There are a great many things to say, but perhaps the most stimulating 
word that came to me and which stirred me to speech more than anything 
else, was Dr. Coriat’s word “pernicious.” I felt there the cry to battle a 
little bit, you know. I think Coriat was just a little bit pernicious himself 
and perhaps we can start at that point. 

There are so many angles to this problem, so many of them that have 
not been touched upon, and so many of them that are entirely unappreciated 
by a lot of the youngsters who are ambitious and have lots of initiative and 
energy that I feel perhaps something ought to be said about them. 

Now, I don’t say that every superintendent is entitled to a complete 100 
per cent bill of health, but I do say that it has not been by any manner of 
means a simple thing to introduce psychotherapy of any kind into the 
public hospitals all over this country. I don’t know how many of you ap- 
preciate what a tender situation it was to try to get psychotherapy first 
introduced, and how thoroughly an administrative officer sometimes had to 
lay himself open to serious and sometimes disastrous attack that might 
easily have destroyed the hospital. 

Psychotherapy and psychoanalysis particularly—I prefer to call it psycho- 
therapy officially, because psychoanalysis is a term that creates so much 
dissent and discussion—has got to come to the state hospital if it comes in 
large measure, by having been first recognized by the educational institu- 
tions, the medical schools, and the universiites, and then the state hospitals 
will have some sort of backing which will enable them to proceed along these 
lines. That is one point I want to make. 

Another point I want to make, to come back to Dr. Coriat and his per- 
niciousness is this: I am willing to admit that the “ Allmach der Gedanken” 
is in the minds of the therapist when he undertakes suggestion sometimes, 
but I am not quite willing to admit that necessarily that aspect of the 
situation is the only thing that influences the patient. One has to take the 
entire setting in which the patient finds himself in order to realize what 
effect may be produced by any kind of effort on the part of someone else; 
and here I wish to get over an idea, I don’t know whether I can do it or not, 
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because I never have tried, but I know to begin with—and every physician 
knows—that there is a certain tendency for people to get well anyway from 
disease if they have a chance. Now, that means, if it is more specifically 
translated in psychological terms, that the growth and development of the 
mind is something which is more or less forced upon us. We can’t grow 
from childhood to adulthood without being of necessity confronted with all 
the problems along the way, and our development is dependent upon a more 
or less successful solution of those problems. We can’t leave them out of the 
picture. Development comes along as of a necessity. 

Now, one of the things that psychotherapy in any form does, that ought 
not to be put aside and disregarded, is that it places the psychotherapist and 
the patient in this relation, that the patient for the first time, perhaps, feels 
in a position of safety, and in that position of safety, bombarded by the 
ordinary problems that confront any human being, he is able to respond to 
them successfully, instead of having all of his avenues of expression shut 
off because he is afraid to express himself in any possible way. That is a 
very inadequate way of expressing it, but it is a doctrine for example which 
is set forth and elaborated in great detail by the Geneva school, who don’t 
happen to be psychoanalysts, to be sure, but it is elaborated by them, and it 
is elaborated to a great extent in the biological school by men like Coghill. 
So that the patient for the first time has an opportunity of feeling safe and 
perhaps expressing himself in a way which will result in the solution of 
some of his difficulties. 

Now, in the state hospital that cannot set up an adequate psychotherapeutic 
establishment, there isn’t any reason in the world why they should be dis- 
couraged from utilizing the tools that are at hand as intelligently and ef- 
fectively as they can. It is a good political doctrine that you may have all 
the ideals on the face of the earth that you want. Ideals are perfectly good 
things, but if you want to accomplish anything, you have to work with the 
tools you have. Those tools may not be perfect, they may not be the tools 
that we desire, but we have got to try and do something with them, and I 
am all for the fellow that tries to do the best he can with the tools that he 
has available; and I am only asking that the medical schools and universi- 
ties shall help to make these more finely cutting, sharper tools available for 
us, and then I am sure they will come into more general use. 

Now, I don’t believe anybody can accuse me here of being cold to the 
psychoanalytic approach. I have been defending it ever since the beginning 
in one way and another, and I am very much convinced of its very great 
value; but if I sit down and wait until all the ideal possibilities of a 100 
per cent psychoanalysis for all of the thousands of patients are possible, I 
will probably wait forever. In the meantime, we have got to go forward 
with what we have to do with, and there are elements in the situation that 
can be taken hold of and utilized. Of course, we will make mistakes. Sur- 
geons make mistakes, I believe, once in a while, and do some unnecessary 
cutting. We will have to occasionally make those mistakes; but I feel that 
there is no question at all about the advantage of psychotherapy in hospitals. 
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I don’t see how anybody can question it, and even if we did question it, we 
are using it for good or for ill in some sort of a way all the time and we are 
interested in its gradual evolution and development in accordance with the 
means that are at hand and our capacities that we can mobilize; and psycho- 
analysis, in my opinion, furnishes us the best goal that we have at the present 
to shoot at, but I don’t think that we can desist from any kind of activity until 
we can engage in a 100 per cent psychoanalytic therapeutic procedure, 
and I don’t believe that we will be without results because we don’t wait for 
that time. 

I don’t know whether I have said all I wanted to or not, but I do want 
you to feel that these situations are, none of them, as simple as some of the 
statements made this afternoon indicate. We can’t dismember this question 
and say because somebody says to a patient, “ You must believe this,” or 
something of that sort, that that suggestion is the end of it. You can’t operate 
in a human situation without touching thousands of influences, some of 
which you may know something about, and some of which you don’t. They are 
all definitely complicated, and all of them may have, of course, their dangers, 
and we should approach them as far as possible with the knowledge of all 
of those various complicated aspects which are so confusing. 

Now I will leave that thought with you, because I believe that we are all 
really motivated to move in the right direction, and I don’t want dis- 
couraging notes either to stop ambition or to be used as alibis. 


Dr. Henry I. Kopp (Allentown, Pa.).—There is only one point that has 
not been touched upon and that is the beneficial influence the superintendent 
and medical staff have over the patient through acceding to requests. For 
example, the receipt of a letter requesting an interview or regarding going 
home. If this is ignored, the patient becomes discouraged. The superintendent 
in making his visits through the institution is influential by being willing to 
listen to the patient’s appeal, request or complaint which relieves the patient 
of anxiety ; this, I believe, has a psychotherapeutic effect. 

I want to stress that bringing a patient to a medical staff conference does 
relieve their mental anxiety. A thorough discussion of the case with the 
patient often proves beneficial. 

Personally, I find that adhering to principles and ideals does correct the 
tendency for the patient to write letters to the Boards of Trustees and to state 
officials. We can do much for our patients in this way. 
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TWENTY-FIVE YEARS OF MENTAL HYGIENE. 
By CLARENCE B. FARRAR, M.D., Toronto, Ont., CANADA. 


Clifford Beers—Mental Hygiene: these two synonymous terms, 
now part of the common speech of nations, have this year been 
inscribed anew in the annals of high achievement. 

On May 6, 1933, was celebrated in New Haven, Connecticut, the 
twenty-fifth anniversary of the founding of the Mental Hygiene 
Movement, a great social enterprise born of the resolve of one man 
that three years of misunderstanding and ill-treatment he had en- 
dured as a mental patient at the beginning of this twentieth century 
in various hospitals for the insane, should not have been lived 
in vain. 

Many another patient has suffered as unhappy experiences as 
those Mr. Beers was called upon to undergo, and they have been 
willing to forget those experiences and resume life, if possible, 
where they left off. But when the mind of Clifford Beers found 
itself again it was not quite the same mind he had lost; it was a 
mind energized and touched with a new light, struck with a note 
of prescience which made him the apostle of a new era in mental 
medicine and human welfare. 

The events of this year commemorated those epochal events of 
1908 when “ A Mind That Found Itself ” was published and The 
Connecticut Society for Mental Hygiene was founded in New 
Haven. The anniversary proceedings were held under the auspices 
of The National Committee for Mental Hygiene, The Connecticut 
Society for Mental Hygiene and Yale University. Here were 
gathered physicians, educationists, sociologists, psychologists, a 
public eager to identify itself with a great humanitarian move- 
ment, to review its quarter of a century of achievement and to do 
fitting honor to its founder. 

It is not our purpose here to retell this familiar story. It is 
fascinating as romance and in scope embraces well-nigh all the 
interests of man. It is a serial story which has been running 
25 years, gaining in interest and influence with each succeeding 
chapter, and instinct throughout with the leaven of one central 
personality. 

“Rarely has a great movement been so truly the shadow of a 
single creative spirit as in this instance.” It was Dr. Winslow, 
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Professor of Public Health at Yale University speaking. “ Clifford 
Beers, the man ‘ who lost his mind and found it again’ has been 
its prime mover from the first. He wrote the book which outlined 
the problem so clearly as to catch the vision of the human race, 
He planned the little gathering held in New Haven 25 years ago, 
He saw the movement grow—he made it grow—from that little 
room in the house at 149 Elm Street, to cover the state of Connecti- 
cut, the United States, the whole world; and in 1930, 50 nations 
were represented in the First International Congress on Mental 
Hygiene which he had planned and carried into execution just as 
he had planned the gathering of the 14 persons on May 6, 1908,” 

To initiate the reforms which constituted the original mental 
hygiene preoccupations at the beginning of the century, it was 
needful to focus public attention upon abuses which then existed, 
as Mr. Beers had only too good reason to know them. If in doing 
this he was cruel to his own state, it was a cruelty necessary to 
kindness ; and to him, her son, Connecticut has amply testified her 
gratitude. His alma mater, Yale University, has conferred upon 
him an honorary degree; and when the cornerstone of the Fair- 
field State Hospital was laid Mr. Beers was there at the invitation 
of the state government to take part in the ceremonies. In response 
to the personal tribute of Governor Cross he justly observed: 
“If my revelations temporarily brought seeming disgrace on my 
native state, that has all been offset by the honor which has since 
come to Connecticut as the state, and New Haven as the place where 
the Mental Hygiene Movement was born.” 

The days of the first generation of the twentieth century are 
drawing to a close. They have witnessed phenomenal develop- 
ments both favorable and unfavorable to humanity. Science has 
piled knowledge upon knowledge; almost all of the last secret 
places of the earth have been explored; the peoples of the world 
have been brought closer together, so far as time and space are 
concerned, and opportunities have been multiplied to promote their 
mutual acquaintance and understanding; but it can hardly be said 
that they have as yet become measurably more friendly. But the 
pattern of international relationships is the relationship of indi- 
vidual human beings, the functioning together of the units com- 
posing the social body as the organs function together in the animal 
body or the cells together in the organs. We marvel at the adapta- 
tions of nature, of the various forms of life to their physical 


Obverse and Reverse of Gold Medal of the National Institute of Social 
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environment, of the machine-like activities of living creatures to 
serve their biological and communal ends according to their kind. 
The adaptation of man to man has not progressed so far. Among 
the integrative processes of nature it is to this higher integration 
of mind to mind that we must hopefully look for improved rela- 
tions between individuals and between peoples ; and it is precisely 
here that mental hygiene must make its most signal contribution. 

It is no wonder that the movement has gained favor throughout 
the world, and that its founder has been acclaimed as a benefactor 
of humanity. 

On the evening of May I1, 1933, five days after the commemora- 
tion meeting at New Haven, the National Institute of Social 
Sciences held its annual dinner at the Waldorf-Astoria in New 
York City. On this occasion Mr. Beers was one of the guests of 
honor and was presented with the gold medal of the Institute in 
recognition of his “distinguished services for the benefit of 
mankind in connection with the establishment and work of The 
National Committee for Mental Hygiene.” Photographs of this 
medal are reproduced herewith. 

In his presentation address Dr. Haven Emerson indicated the 
place of mental hygiene in the modern science of preventive medi- 
cine whose history he outlined. Until the appearance of “A Mind 
That Found Itself” in 1908, “ the preoccupation of physicians 
and sanitarians was limited almost exclusively to those opportuni- 
ties then ready to hand to eradicate disease of bacterial origin con- 
veyed largely by man’s own disregard of his fellow. It was the 
body of man we were concerned with saving, it was his material 
surroundings we were trying to improve in his interest, when out of 
an asylum for the insane came a savior of the finest essence of 
man, his intellect and his emotions. Clifford Beers of New Haven 
came to us as it were, bursting through the doorways of the past, 
opening out the windows to the future, illuminating by his brightly 
burning hope the dark places of the mind.” 

A little further in Dr. Emerson’s address occurs this striking 
passage: “‘ There is no greater affliction than fear, whether it be 
of physical, social or religious origin, or self-created. The child 
of today is spared many fears by the influence of mental hygiene 
upon parents and school teachers. Perhaps even nations may yet 
forsake the fears initiated by tariffs, racial taboos, restraints upon 
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education, and limitation of privileges of employment among classes 
or religious groups. 

“From the simplest problem of development of manners and 
appetites in the nursery to the still quite infantile squabbles of the 
nations there is a sphere of beneficent influence which has followed 
logically out of the declaration of independence of the mind of man 
made by Clifford Beers when he found that self and gave that self 
to organized unselfishness.”’ 

Tributes to Mr. Beers and his work have come to the National 
Committee headquarters from all parts of the world. In recognition 
of his activities in the international field, the French Government 
conferred upon him the Cross of Chevalier of the Legion of Honor. 
In connection with the twenty-fifth anniversary there is being pre- 
pared a memorial volume in which are gathered together many 
personal tributes of friends, and opinions on the significance of the 
Mental Hygiene Movement by prominent persons, qualified to 
speak, throughout the United States and in other countries. This 
unique Festschrift is sponsored by Dr. William H. Welch, Honor- 
ary President of the National Committee, of the American Founda- 
tion, and of the International Committee for Mental Hygiene, who 
counts it a privilege to have been actively identified with the move- 
ment and closely associated with its founder from the very begin- 
ning. This memorial volume presented to Mr. Beers not only 
constitutes a document of great historic importance, indicating the 
evaluation of his work by his contemporaries, but brings to him 
literally the respect and admiration of the world. 

Dr. Emerson in happy phrase remarked that if he were dean of 
an inter-collegiate faculty of medicine, he would create a precedert 
by awarding an honorary degree of Doctor of Medicine to Clifford 
Beers as a token of the gratitude of our profession. Some years 
ago The American Psychiatric Association did honor to itself by 
making Mr. Beers an honorary member, a distinction very rarely 
accorded to anyone outside the medical profession. There are 
presently but four other such names on the rolls of the Association. 

To this concord of acclaim the writer finds peculiar pleasure 
in adding his voice, and on behalf of the American Journal of 
Psychiatry in paying the tribute of homage and esteem to this 
genial friend of us all who, as Governor Cross of Connecticut 
observed, has made for himself “a name worthy to be remembered 
in all generations.” 
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jQotes and Comment. 


MEETING OF THE AMERICAN OCCUPATIONAL THERAPY Asso- 
ciaTION.— The annual meeting of this association was held at Mil- 
waukee, Wis., September 12-13, 1933, and was well attended, there 
being a registry of 205, many more than had been expected. Of 
particular interest to psychiatrists was the meeting held on the 
afternoon of September 13, at the Asylum for Chronic Insane un- 
der the chairmanship of Dr. Paul Rupp. An excellent paper, 
“Occupational Therapy with Acute Mental Cases,” was read by 
Dr. M. Kasak, the Clinical Director, and this was followed by a 
description of the “ Activities of the Occupational Therapy De- 
partment ’” by Miss Mary McDonough, “ Special Ward Work ” by 
Miss Hazel Pfeifer, and “ Beauty Shop” by Miss Ardys Larson 
A demonstration playlet by a group of patients formed a pleasant 
interlude and this was followed by a paper on “ Occupational 
Therapy with Chronic Mental Patients” by Dr. Frederic Stro- 
cheim. Other sessions were devoted to occupational therapy with 
the tuberculous, orthopedic and with general cases. 


ComMUNITY CarEe.—Dr. F. W. Parsons, Commissioner of Men- 
tal Hygiene for the State of New York, calls attention in a recent 
radio address, to the desirability of developing plans for extramural 
care in boarding homes of selected classes of patients who might 
otherwise have to be retained in state hospitals. This procedure, 
which has been in successful operation in Belgium and other Euro- 
pean countries for generations, is one to which all governments will 
be obliged to give increasing attention as the years go by. Begin- 
nings have been made in Massachusetts, and Dr. Parsons reports 
experiments under way in New York State. “In a small upstate 
community,” he says, “we have 32 patients living in 14 homes. 
They are happy and contented and prefer that mode of life to 
institutional residence, although at the beginning they find small 
town life rather irksome. Probably nearly 100 could be cared for 
in that village to its prosperity and the very great comfort and 
happiness of the patients.” 


PHOTOGRAPH OF Dr. Copp.—Since publication in the July Jour- 
NAL of the memorial of Dr. Owen Copp, whose death occurred 
April 19, 1933, it has been possible to secure a recent photograph of 


Dr. Copp which we have pleasure in reproducing in the present 
issue, 
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Association and Hospital Motes and Mews, 


1934 MeeTING.—The Committee on Arrangements is busily 
engaged with preparations for the ninetieth meeting of the Ameri- 
can Psychiatric Association to be held in New York City in 1934, 
May twenty-first has been tentatively set as the date for opening 
the convention. 

Especially favorable arrangements have been made with the 
Waldorf-Astoria Hotel, selected as headquarters, both as to room 
rates and meals. The facilities and appointments at the Waldorf 
are unsurpassed. 

Numerous assembly halls located on the same floor assure pri- 
vacy and convenience. These halls are air conditioned and pro- 
tected from the street and other noises. They are equipped with 
modern amplifying appliances. The spacious lobbies afford com- 
fortable opportunities for the exchange of ideas and friendly 
discussions between meetings. 

Members will find it advantageous to have room reservations at 
the Waldorf, the headquarters hotel. There are also a number of 
other hotels conveniently located in the neighborhood. 

With such an auspicious setting, the New York meeting promises 
to excel in interest and pleasure even the former successful metro- 
politan occasions. 


AN Honor To Pror. A. J. HEyYMANOvICH.—To mark the oc- 
casion of the 25th anniversary of Professor Heymanovich’s scien- 
tific activities and in recognition of his work, a celebration will be 
held by the Institute of Social Psychoneurology and Mental Hygiene 
in Kharkov at the termination of the present year. To commemo- 
rate this event there will be published a specially collected work 
dedicated to him, and the Organization Committee is inviting 
friends, colleagues and pupils of Dr. Heymanovich to make con- 
tributions to this special volume. 

Professor Heymanovich is vice-president of the Ukrainian 
Psychoneurological Academy, an active member of the Bureau 
of the Ukrainian Association for Cultural and Intellectual Relations 
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with Foreign Countries, and of the Organization Committee for 
International and Psychoneurological Congresses. He is the author 
of numerous works in psychiatry and neurology, and as a teacher 
has instructed a whole generation of neurologists. 

Contributions should be sent if possible before the 1 5th of 
December to: Kharkov (Ukraine) U.S.S.R., K. Liebknecht str. 4, 
Library of the Psychoneurological Academy. 
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Wook Reviews. 


Tue Natura. History or A DELINQUENT CareER. By Clifford R. Shaw 
and Maurice E. Moore. (Chicago: The University of Chicago Press, 
1931.) 


This is the second volume of case studies by Dr. Clifford Shaw, research 
sociologist and head of the Department of Research Sociology, Institute for 
Juvenile Research and Behavior Research Fund, written in collaboration 
with Maurice E. Moore, assistant in sociology, Institute for Juvenile Re- 
search, formerly boys’ worker, Juvenile Protective Association. In this book 
a failure is portrayed almost too realistically to be pleasant reading, but 
Sidney’s story rings true and justifies the title of the book. The personality 
pattern of Sidney, which one feels was well set at a very early stage, is not 
an admirable one. Even with advantages in the way of environment we 
probably would have had an individual escaping penal institutions, but still 
a rather unwelcome member of society. We have the same type of personality 
in the father and elder brother, both selfish and thoroughly disagreeable 
individuals. 

The book begins with the newspaper publicity given to Sidney’s last crime. 
Then follows the official record of arrests and commitments from 7 years to 
16 years, 8 months, when he, with a companion, was committed to a state 
penal institution for a period of 20 years on the charge: “ Holdup with a gun 
and rape.” Official records of ten of Sidney’s companions in crime are in- 
cluded in the book. The family background and abstracts of family history 
from the records of a social agency having contact with the family for over 
a period of 20 years, show the handicap the boy had of poor parentage and 
the lack of opportunities. Of the 200 pages in the book 170 are devoted to the 
boy’s “own story.” Explanatory foot-notes are supplied and should be read 
in order to understand the scientific purpose of the book. A short chapter 
succeeds the story with summary and interpretation by Dr. Shaw. A valuable 
discussion by Professor Ernest Burgess, acting director of the Behavior Re- 
search Fund includes tables of the factors involved in success or failure on 
parole. The chances of Sidney are but one in three for observing parole. 
(The reviewer feels that even this estimate would be too optimistic.) An- 
other discussion by Hon. Mary M. Barteline, judge of the Juvenile Court of 
Cook County, calls attention to the problems she deals with in her own work, 
the limited resources for reconstruction and the negligible work being done 
for prevention of juvenile delinquency, the apathy of the public until startled 
by such lurid crimes as Sidney and his companion committed; and then the 
only thought is of punishment. 

In the appendix is given Sidney’s companion’s story. This boy appears a 
simple, truthful, outgoing type of individual who, until he met Sidney, had 
been involved in only minor types of delinquency, a follower rather than a 
leader, and one who could have been given immediate parole instead of a 
sentence of 20 years, if the individual alone had been considered and not the 
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crime. This boy of 16 years will, no doubt, be returned to society after 20 
years with less ability for adjustment than when he was committed. 

In order to understand the “ boy’s story ” one should first read the earlier 
yolume of the series, “ The Jack-Roller” which contains a record of adjust- 
ment achieved after 11 years of delinquency and in a somewhat less com- 


plicated personality type. Berry C. MARSHALL, 


Der DIALEKTISCHE MATERIALISMUS UND DIE KLINISCHE MeEpIzIN. By Prof. 
J. Lifschitz. (Kharkov, 1932.) 


Dialectic materialism is supposed to be the philosophic basis of communism. 
This booklet contains an interesting discussion, in which the influence of 


capitalistic régimes on medical practice is compared with that of the com- 


munistic régime in the Soviet Union. It is written in the German language. 

The first point made by the author is to the effect that physicians and their 
work cannot be isolated or remain neutral in relation to their economic and 
political environment. 

The author believes that the capitalistic régimes are on their decline and 
that with them is declining the scientific and rational principle in the practice 
of medicine. He cites several specific instances of leaders in medicine showing 
a revival of leanings toward mysticism, intuition, homeopathy, and a trend 
“back to Hippocrates!” 

He states that in the Soviet Union there are still to be found but vanishing 
traces of such trends and that, by way of further contrast, a new high point 
in medical policy is rapidly being attained: a point at which the physician 
regards his patient no longer as a case within the range of some limited 
specialty nor even merely as a case of impaired function in an integrated 
personality, but rather as a case of impaired function of a social unit. 

It is obvious that the booklet is addressed not so much to the author’s 
colleagues in the Soviet Union as to those in western countries. It is, in 
fact, a publication issued by the Ukrainian Society for the Promotion of 
Cultural Relations with Foreign Countries. A. J. R. 


How’s Your Bioop Pressure? Clarence L. Andrews, M.D. (New York: 
The Macmillan Company, 1931.) 


The object of this book is to provide the lay reader with an accurate knowl- 
edge concerning variations in blood pressure both in health and disease. The 
author has succeeded in avoiding all technical terms and expresses himself in 
clear, simple language so that one with an average intelligence can fully com- 
prehend the subject. Chapters deal with the nature of blood pressure, the 
physiology of the circulation, methods of determining blood pressure, a dis- 
cussion of normal, high and low blood pressure, etiological factors, effect of 
food, exercise and worry and simple dietetic and hygienic measures employed 
in the control of blood pressure, concluding with the recommendation of 
annual health examinations after the age of forty. 

Unquestionably this volume will prove helpful to certain individuals; how- 
ever, in the neurotic type with tendency to fears and obsessions, one cannot 
tell what the reaction may be. Therefore, as a therapeutic measure, it should 
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not be prescribed without due regard to the idiosyncrasies of the patient. On 
the whole, the book contains much valuable information and amply meets 
the requirements for selected patients. 


Harvey G. Beck. 


A TextT-BooK or Neuro-Anatomy. By Albert Kuntz, Ph.D, M.D. (Phila- 
delphia: Lea and Febiger, 1931.) 


Dr. Kuntz is Professor of Micro-anatomy in St. Louis University Medical 
School and his book is written for students. 

The opening chapters of the book are devoted to a general review of the 
development and topography of the central nervous system. The meninges 
and cerebro-spinal fluid are dealt with somewhat summarily and no descrip- 
tion is given of the distribution of blood vessels supplying the nervous system, 
In view of the immense importance of these structures from the clinical point 
of view, this is a serious omission from a book intended for student use. 

The general morphological structure of the neurone and of the neuroglia is 
fully described and due attention is paid to the functional significance of these 
structures. 

This is followed by an account of the internal structure of the spinal nerves, 
spinal cord and of the various parts of the brain-stem dealt with in systematic 
order, and the value of these chapters is enhanced by the reproduction of 
Weigert-stained sections of the parts described. 

Chapters dealing with the long conduction paths of the central nervous 
system and the central connections of the cranial nerves are succeeded by a 
detailed account of the cerebellum. 

The diencephalon and the autonomic nervous system are fully described 
and in the last chapters the author deals with the structure of the cerebral 
hemispheres, paying particular attention to the structure and functions of the 
cerebral cortex. 

A valuable bibliography of the important literature is given at the end 
of each chapter. 

The book, while it is not suited to the needs of the general student, should 
prove of great value to the research student. 

Eric A. LIneEtt, M. D., 
Professor of Neuropathology, University of Toronto. 


La Foute et LA GUERRE DE 1914-1918. By A. Rodiet, Medecin chef de 1 Asile 
de Ville-Evrard, et A. Fribourg-Blanc, Professeur au Val-de-Grace. 
(Paris: Librairie Félix Alcan, 1930.) 


The authors of this volume of 190 odd pages were commissioned in 1922 
by the Parliamentary War Committee to investigate the ultimate fate of the 
psychotic combatants in the French army who became ill while in service 
during the World War. A complete statistical study was impossible, since 
the authors were unable to trace the whereabouts of all the men who were 
reported mentally sick during the conflict. The result of this study is a num- 
ber of rather short clinical reports of various types of mental disorders, and 
a few conclusions. Magnan’s old classification is used. 
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The authors feel that the war was responsible for a higher incidence of 
psychoses in the army as compared with the frequency of mental disorders 
among conscripts in peace time. 

They are under the impression that the mild manics and the hypomanics 
furnished the best fighting contingents on account of their increased pres- 
sure of activity and their generally elevated mood. The mild schizophrenics, 
on the other hand, while not hospitalized, were the worst soldiers; they fre- 
quently deserted the lines; they were impulsive and disobeyed orders. The 
epileptics constituted a real menace to the fighting army and to the country ; 
they would lose themselves between the lines, or they would abandon their 
posts while in a confusional state. It has also occurred that during the psychic 
equivalents epileptics would impart to the enemy important informations 
when they were taken prisoners. 

It is interesting to note that contrary to the general expectations and the 
experience of others there were generally few simulators, and when they 
were discovered they would compensate by becoming audacious fighters. 

The authors think that the state of war has colored the deliria and the 
psychoses generally. They deny, however, that the war has created a new 
form of psychosis. They also feel that many patients in mental hospitals 
should be utilized during war time. They even suggest capitalizing certain 
psychotic manifestations, especially the affective states such as hypomania 
and euphoria and the self-accusatory trends. They believe that self-accusatory 
depressive patients who are seeking punishment may form a fearless front line. 
One wonders whether this suggestion is humane and psychiatrically sound. 

NorkKIN. 


RECONSTRUCTING BEHAVIOR IN YouTtH. By W. Healy, A. F. Bronner, E. M. 
H. Baylor, J. P. Murphy. (New York: Alfred A. Knopf, 1929.) 


Healy, Bronner and their associates, in this volume containing 325 pages, 
report their experience and conclusions relative to the foster family place- 
ment of problem children. The presentation is based on the findings incident 
to the placement study of 501 children referred by the juvenile court (40%), 
various private and public agencies (54%), families and schools. This number 
also represents all the cases of delinquency and personality difficulty seen by 
the Judge Baker Foundation during an eight year period, in which foster 
home care was utilized as a treatment measure. 

The results were most interesting and striking. Among 339 children placed 
by private agencies, successes were noted in 90% of those of normal men- 
tality, in 70% of the defective group and in 45% of those classified as of 
frankly abnormal mentality or personality. In this connection it should be 
noted, however, that while encouragingly high, the figure for the defective 
group cannot be taken at its face value for comparative purposes, because of 
its relatively small total, only 20 cases. Particularizing the above total series 
on the basis of delinquency cases and those constituting simply personality 
and habit problem situations uncomplicated by delinquency, successes ap- 
parently occurred in 85% of the delinquent normals and in 40% of the 
deviates. For the non-delinquent series, the percentages were 95 and 75 
respectively. On the whole, therefore, it would seem that delinquency, 
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sui generis, is an adjustment handicapping element, although some considera- 
tion, of course, should be given the fact that of the two series, the delinquent 
group was distinctly the greater. 

It also appears that in cases of delinquency no great hindrance to success 
in placement is represented by such special factors as sex, heredity, age or 
type of delinquency, the chief determinant as indicated being mentality status, 
with the odds for favorable outcome for the normals being over 5 to 1, as 
compared to 2 to 3 for the deviates. Poly-delinquency, it should be noted, 
seems obstructive for both deviates and non-deviates albeit, as might be 
anticipated, much more so for the former. 

Further, with respect to mentality findings per se, it is of interest to ob- 
serve that of the grand total of 501 cases, 66% were classified as normal, 
10% as defective, 1% as psychotic and 23% as abnormal and peculiar 
personalities. 

The book is developed in four sections, including 24 chapters. The first 
section is essentially introductory. The second considers the question of 
treatment in general and, in detail, the handling of certain specific problems, 
such as stealing, running away, truancy, sex difficulties, habit problems and 
specific problems of mentality and personality; likewise, a very interesting 
discussion relative to the bearing and applications of the developments of the 
various psychologic schools (behaviorist, Thomas, Adlerian, Freudian, and 
Jungian) to foster home care. The third division deals with the technique 
of child placing, the rdle of the social worker as visitor, selection of foster 
homes, preparation of foster parents for their work, supervision, the child 
in relation to his own family, replacing in another foster family and termina- 
tion of placing and final discharge from care. The fourth section analyzes 
and discusses the Foundation’s experience with its own series of 501 children, 
with a final chapter on results. An elaborate appendix, furnishing a paradigm 
outline for the observation and evaluation of the placement-course, two de- 
tailed sample cases and complete tabular analyses of the authors’ entire data 
mass are also included. 

This work seems an outstanding contribution in its field and is unreservedly 
recommended to all professionally interested in child problems. 

THEOPHILE RAPHAEL. 


Tue Morreuine Hasit AND Its PAINLESS TREATMENT. By G. Laughton 
Scott, M.R.C.S.; B.A. (Oxon). (London: H. K. Lewis and Co, 
Ltd., 1930.) 


In this volume of 94 pages, in simple and non-technical style, Dr. Scott, 
formerly senior physician to the London Neurologic Clinic, presents a very 
direct and practical discussion of the general problem of drug addiction. In 
addition, and of particular interest, there is a full description of a special 
method of treatment developed by the author, and used by him with consider- 
able success for a number of years. 

The book is comprised of eight short, well organized chapters. Its earlier 
portion is devoted to introductory comment and general discussion. In this 
connection, Dr. Scott indicates the level of personality of addicts to be dis- 
tinctly higher than might be casually supposed and, on this basis, the pre- 
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dictable results from adequate therapy, better. From his own experience, 
under full and proper conditions of therapy, an at least reasonably satisfactory 
termination may be looked for in some 75% of cases. Of course, in this 
relation, the existence of possible differences in complexion between the 
case-run in England and other countries, is a point to be considered. 

Next follows a careful and detailed exposition of the author’s own procedure 
in therapy. This is based on the gradual reduction of the addiction drug, in 
direct proportion to a progressively built-up tolerance to belladonna and 
hyoscine (a modified “Lambert mixture”), supplemented by luminal. This 
régime, from Dr. Scott’s account and submitted protocol and diary material, 
seems to be a very efficacious and non-disturbing one, reducing the with- 
drawal reaction to a minimum. Of especial interest, is the relatively short 
time required for the completion of treatment, the average for the author’s 
series being 28 days. 

This presentation is recommended for careful consideration to those in- 
terested in the important and serious clinical problem that drug habituation 
constitutes. 

THEOPHILE RAPHAEL. 


Toe DyNAMiIcs oF THERAPY. By Jessie Taft. (New York: The Macmillan 
Company, 1933.) 


This book stresses a point of view with which I am in full sympathy, 
namely: the conception of therapy as growth on a dynamic relationship. 
Although the author uses the term “ relationship therapy ” as an antithesis to 
the psycho-analytical technique, her general interpretations seem no different 
from those of the psycho-analytic school. 

The introductory part, dealing with the time element in therapy, is an 
interesting one, particularly in its application to the patient’s own sense of the 
time limits of treatment. Then follows in detail the experiment in the rela- 
tionship of a seven year old girl and a seven year aid boy. Most psychiatrists 
realize that there may come a time when a patient is utilizing the conference 
hour to his own advantage, whether it be in avoiding further progress in 
discussion or in giving him pleasure in the sense of having control of the 
situation. At such times the physician must know what he wants to discuss, 
and must be capable of bringing it to a focus in a limited period of time. The 
two children studied here are the self-arbiters of what the session shall consist 
of. It is this almost directlessness of the situation which concerns me most. 
I am interested that in the analysis of the play behavior, such interpretations 
as the re-birth experience are given to an episode during which the child 
was asked if he were being born. Time after time, it seems to me, material 
is suggested in the therapist’s question which is repeated later by the boy, who 
is essentially a suggestible child. As a matter of fact, much of the behavior 
of both children, notwithstanding the intelligence quotient of 102 and 95, is 
that of retarded children. It appears to me that the most favorable element of 
the relationship is the open-mindedness with which the therapist approaches 
her material. 

In conclusion, the author lays much stress on fear as the primary basis of 
adjustment to life. I would be more inclined to consider the emotions as less 
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of a focal line and more as an element in an integrated situation where such 
things as intelligence and biological equipment play an equally important 


role. 
EstHer L, Ricwarps, 


To Be or Nor To Be. A Srupy or Suicipe. By Louis I]. Dublin, Ph. D., and 
Bessie Bunzel, M.A. (New York: Harrison Smith and Robert Haas, 
1933.) 


The question of suicide is one in which life insurance companies are Vitally 
interested. Dr. Dublin is third vice-president and statistician of The 
Metropolitan Life Insurance Company, the largest organization of its kind 
in the world. With the rich material presented by the records of his company 
before him, he is in a position to deal authoritatively with his subject: and 
as an official of his company he has every reason to make the thorough study 
set forth in this book. The co-author, Miss Bunzel, is research assistant in 
the Statistical Bureau of the same company. 

The authors first make use of the statistical method to evaluate this 
material. About 22,000 suicides are recorded annually in the United States. 
“ Of every thousand infants born, 10 males and 3 females will eventually take 
their own lives.” To the question—is suicide increasing ?—it is impossible to 
give a definite answer. Prior to 1900, statistics were unreliable; since that 
date the time is too short to indicate an established trend, although from 
1920 to 1931 the suicide rate rose from 11 to 18.3 per 100,000. The possibility 
of a cyclic fluctuation in the prevalence curve is suggested. 

Of the civilized countries, Austria presents the highest death rate from 
suicide—39.9 per 100,000 (1930); next follow Czechoslovakia (30.1), Ger- 
many (27.8), Switzerland (26.1), Japan (21.6). The lowest rate was found 
in the Irish Free State (2.8), followed by Spain (3.5) and Northern 
Protestant Ireland (4.9). 

In studying the frequency of self-destruction among the various nationalities 
within the United States, the German-born population was observed to show 
the highest rate, the Italian-born the lowest. “In Pennsylvania, the suicide 
death rate reaches the amazing figure of 80 per 100,000 among German males 
of all ages, and 141 in the age group 65 to 84 years.” It seems to be estab- 
lished that Teutonic peoples generally show a high suicide rate, while Latin 
races and negroes present a low rate. 

Analysis of age and sex distribution brings out with startling emphasis the 
steady increase of suicide among males with advancing age. Below the age 
of 20 the rate is less than 10 per 100,000, according to the Metropolitan rec- 
ords, and does not materially differ in the two sexes. From 20 onward, how- 
ever, the male curve turns sharply upward while the female curve maintains 
approximately the same level. At the age of 80 only 10 or 11 women per 
100,000 are committing suicide, while at this age 75 or more men are taking 
their own lives. 

Just as divorce is most frequent in the Western states, so is the suicide rate 
highest, while it is lowest in the deep South. Nevada in 1929 recorded 378 
self-inflicted deaths per 100,000 of the population as compared with the rate 
of 4.3 in Mississippi. 
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The relative infrequency of suicide among Catholics and Jews as compared 
with Protestant denominations has long been recognized. The authors 
comment : 

“The Catholic and Jewish churches, to a much greater degree than the 
Protestant church, are not only religions but are, in addition, systems of 
social organization. As such they help to prevent personal disorganization 
and assist in the rehabilitation of individuals who do become disorganized. 
The reason these religious groups can do this is that they help to form the 
personalities and dictate the dominant interests of their members. Further- 
more, they provide the means for satisfying the needs that are thus created.” 

The prevailing methods of suicide in the United States at the present time 
are: shooting (35.1%), hanging (18.1%), poison (16.3%), gas (14.8%). 
It is interesting to note that fashions in self-destruction change with time. 
During the five year period 1901-05 poison was the method of choice and 
accounted for 34.1% of the suicides of that lustrum, ranking all other methods. 
It has now dropped to third place, with about half its former frequency. 

In all countries, cities furnish a much higher suicide ratio than rural dis- 
tricts, where “there is much greater social and occupational unity, greater 
coordination of ideals. Persons born in the country usually either find them- 
selves integral functioning parts of an economic and social scheme or, if 
restless and dissatisfied, tend to migrate to the city—and it is the restless and 
dissatisfied who swell the list of self-inflicted deaths. Those who remain in 
the country are predominantly people whose needs are fulfilled by the rural 
social and economic scheme. The resulting lack of social conflict is conducive 
to an emotional stability that makes suicide relatively infrequent; and it is 
largely this factor that accounts for the differences in suicide mortality.” 

It is in the spring of the year, with the peak in May, that suicide mortality 
is greatest. The low figures are in July, August and September. 

One of the most interesting sections of the book is that dealing with the 
historical background of suicide. Here first of all anthropology makes its 
contribution. We learn that among primitive peoples the widest diversities 
exist both in the sanctions or prohibitions of suicide and in its prevalence. 
In some tribes it is unknown; in others it is extremely common and may be 
carried out for no more serious reason than that the victim has been insulted. 

Those who know only one creed may profitably consider the divergent 
attitudes of various religious systems to the question of self-destruction. 
Brahminism for example not only permitted, but under certain circumstances 
enjoined suicide (suttee). Buddhism likewise encourages self-destruction, 
and the act may become an expression of the highest virtue. Particulary in 
Japan does the tradition of the race set the seal of approval upon the act 
of killing oneself. “ Especially among the nobility and the members of the 
military classes are children (male and female) familiarized from their 
earliest years with the idea of self-destruction.” In 1912 General Nogi and 
his wife committed hara-kiri in honor of their deceased Emperor. 

Mohammedans almost never seek death at their own hands, a powerful 
deterrent being the Koran which in contrast with most of the sacred books 
of the East rigidly prohibits suicide, describing it as “a much graver crime 
than homicide.” 
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Among the Jews likewise suicide has always been extremely rare, although 
nowhere expressly forbidden in the Old Testament. Jewish law, however, as 
formulated in the Talmud condemns self-slaughter. “In spite of extreme 
provocation and almost continuous persecutions, the Jewish will to live was 
rarely broken.” But in anti-Semitic Germany there has been a different 
story. “In late years the rate has been even higher among German Jews 
than among Protestants and four times as high as among Catholics.” 

In ancient Greece and Rome we find divided opinions. The early philoso- 
phers generally opposed suicide although without universally condemning it 
or reprobating the act. It was held unworthy of human dignity or as a violg- 
tion of patriotism. The later philosophers were still more lenient; for them 
the meaning of life was its value to its possessor and when that value had 
vanished departure by one’s own hand might be commended. It was not a 
vicious or criminal act; there was no stigma. Death was merely the end of 
suffering to which every one had the right. Mankind had not yet been 
perverted to the Christian view that death was punishment, and as such 
might be dealt out only by deity. 

It is St. Augustine who must be held responsible for the cruel teaching of 
the church that a suicidal act is a grievous sin, even a crime, and for the 
indignities and barbarities practiced upon the bodies of suicides through a 
thousand years and more. The antidote to these baleful doctrines came with 
the “age of enlightenment,” ushered in by Hume, Montaigne and Voltaire, 

The legal aspects of suicide are dealt with in an informative chapter, 
Although the church had promulgated its own laws against self-destruction 
as early as the fifth century, it was not until the eleventh century that the 
state followed suit. The first civil anti-suicide statute in England dates from 
1013, and it is noteworthy that in this earliest law the special status of the 
insane suicide was recognized. The law stood thus: 

“ Let him who hath murdered himself, be fined in all his goods to his lord; 
let him find a place of burial neither in the church nor in church yard; 
unless ill health and madness drove him to the perpetration.” 

Henceforward suicide came to be regarded as a “species of felony” 
(Blackstone), and the enactor was called “felo de se.” The self-killer, if of 
sound mind, is still reckoned a criminal in England, and attempted suicide 
is still a punishable offense. In this respect American law has not followed 
the English pattern. Suicide has never been regarded as a crime in the 
United States; but an anachronism persists in that four jurisdictions—North 
and South Dakota, Washington and New Jersey 
suicide as an offense in the eyes of the law. 

In a chapter on “ Psychological Mechanisms” the authors introduce a 
mélange of Freudian theories which generate some smoke but not much light 
and which appear, in the opinion of the present reviewer, to have little bearing 
upon the factual material with which the book abounds. The conclusion is 
reached that conspicuous in the pathogenesis of mental disease, and as driving 
forces toward suicide as well, are the emotional states of fear and anxiety, 
hatred and revenge, guilt and inferiority. Surely there needs no ghost of 
the unconscious come from Vienna to tell us this. 

In the question of the relationship between mental disorders and suicide the 
authors conclude, in harmony with prevailing psychiatric opinion, that while 
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the danger of self-destruction is one of the great hazards in the care of mental 
patients, there are no grounds for assuming that all suicides are psychotic, 
“unless we assume a priori that self-destruction is itself a definite indication 
of psychoses,” which would obviously be merely an arbitrary judgment and 
without value as evidence. 

A lengthy digression on religious healing indicates how psychiatry has be- 
come, in the words of Dr. May, “the great popular playground of modern 
medical science.” It also demonstrates that the empire of distraught minds 
js not a closed domain in which the psychiatrist or the mental hygienist reigns 
supreme, 

In the orderly program of their book the authors close with a discussion of 
prevention, outlining some of the agencies and methods that have come into 
being in recent years to combat suicide, and the processes upon which hope 
for the future may be based. These methods in general are those compre- 
hended within the broad reaches of mental hygiene and are concerned both 
with the amelioration of the lot of the individual and the improvement and 
fortification of the social structure. 

The value and timeliness of this book, the writer feels, justify this some- 
what extended notice. A wealth of material has been collected dealing with 
almost all aspects of the suicide question. In such a many sided problem it is 
naturally difficult to do justice to all phases. The limitations involved the 
authors would themselves be the first to recognize. In view of the significance 
of the medical, and particularly the psychiatric implications in suicidal acts, 
it would have been desirable if these departments of knowledge could have 
been more adequately represented. 

The primary concern of the authors is legitimately the significance of 
suicide in the life insurance business. “ The increase in the suicide rate among 
ordinary policy holders during the past few years has been very marked. ... . 
The amount paid out in suicide claims, in one company, rose from $390,000 in 
1929 to $740,000 in 1931. .... Another company reported that $202,000 was 
paid for suicide claims in 1926 and $1,247,000 in 1931! One company paid 
almost seven and a half million dollars on account of suicide in 1932.” But 
these startling figures concern not alone the insurance companies; they affect 
directly every person who carries life insurance. The increasing burden must 
be carried. “In the final analysis, this means a corresponding addition to the 
cost of insurance to other policy holders.” CBF. 


Case STUDIES IN THE PSYCHOPATHOLOGY OF CRIME. By Ben Karpman, M. D. 
(Washington, D. C.: The Mimeoform Press, 1933.) 


The first impression this book makes is its size. It measures 9 by 11 inches, 
is 24 inches thick and contains 1042 pages. This space is wholly occupied by 
five case studies. Each case would therefore fill an ordinary octavo of about 
400 pages. 

The book illustrates one thing quite definitely, and that is the inadequacy 
of the usual psychiatric record. The more histories the painstaking investi- 
gator puts together, the more he realizes how little he actually knows about 
a given patient, the life he has lived and the experiences he has undergone, 
and in consequence how imperfectly he is likely to understand the succession 
of psychic events which have, perhaps inevitably, led to the present situation. 
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In compiling his history the psychiatrist gradually gains an impression of 
what may be irrelevant and what relevant material, or at least of what may 
be relatively the more significant data, and he bends his energies to ag. 
cumulating information of the latter sort. This procedure is of course neces. 
sary. A case history must have some limits; a 400 page biography cannot be 
written for every hospital patient. In distinguishing, however, between 
relevant and irrelevant evidence the examiner must eventually rely upon his 
own judgment, which is not necessarily infallible. 

The author of the present work adopts the safe course of not making this 
distinction, although at the cost of prolixity: nothing that the patient brings 
forward is irrelevant. Moreover through excellent cooperation by his syb- 
jects, and with an ingenious method of progressive questionnaires he has built 
up extremely detailed autobiographical narratives, written in the first per- 
son, which do seem to come as close to full life projections as one might hope 
to attain. Reading one of these biographies acquaints one fairly well with the 
kind of person it represents, and brings some understanding why he is the 
kind of person he is—the objective of every psychiatric record. 

The case material presented comes from the Department for Criminal Insane 
at St. Elizabeth’s Hospital, Washington, D. C. In each case a few intro- 
ductory pages are given to the ordinary routine anamnesis, examinations and 
staff conferences. Then follows “the case study proper,” which is auto- 
biographical, and in which the life story is divided into chapters representing 
important epochs, incidents or phases of experience. There are also sections 
in which the patient comments in extenso upon his own reactions with sug- 
gestions of interpretation, and further upon various aspects of crime and of 
prison life. These are all valuable documents. Here will be found discussions 
of alcoholism, amnesia, the causes of crime, drug habits, homosexuality, 
nomadism, punishment, malingering, criminal types, prison reactions and 
many other matters as conceived in the minds of the persons most concerned, 

The patients in this study were all regarded as psychopathic personalities, 
with or without passing neurotic or psychotic phases. 

In society’s way of dealing with criminals, studies of this kind represent the 
scientific attitude and stand at one extreme; at the other is the lingering 
prison tradition and practice in which penology knows no hint of criminology, 
in which there is no study or differentiation of criminals, in which a barrier 
as real as prison walls exists between inmates and keepers, and in which the 
officials regard the prisoners merely as so many convicts to be punished, 
Such medizval prison systems are unfortunately still to be found, where any 
effort to fathom the mentality and motivation of the criminal is vigorously 
avoided. 

This book is a real contribution to the understanding of the criminal mind. 
It has the virtue of being entirely objective so far as the observer is con- 
cerned—in each case it is the patient who reveals himself. Each history is 
closed by an epitome of only a page or two in which the author sets forth 
“the high points of the case.” The material “is not obscured to any degree 
by personal interpolations and interpretations on the author’s part.” This he 
threatens to do in a subsequent volume. 


C. B. F. 


DR. OWEN COPP 
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HARRY WALTER MITCHELL, M.D., Sc. D. 


After a lingering and painful illness, Dr. Harry Walter Mitchell, 
a distinguished past president of The American Psychiatric Asso- 
ciation died on June 13, 1933, at his home at the Warren State 
Hospital, Warren, Penna. 

Dr. Mitchell was born at Plymouth, N. H., on November 6, 1867, 
the son of Harris B. and Frances M. (Blair) Mitchell. He was 
educated at the high school at Malden, Mass.; St. Johnsbury 
Academy, Vermont; the Peachem Academy, Peachem, Vt.; and 
the medical department of the University of Vermont, graduat- 
ing from the latter in 1896. Following service at the Bellevue 
Hospital in New York, Dr. Mitchell entered upon his career of 
lifelong interest in psychiatry. He was assistant physician at the 
State Asylum for Insane Criminals, Bridgewater, Mass., 1896-99; 
assistant physician, Danvers (Mass.) State Hospital, 1899-1907; 
superintendent, Eastern Maine Insane Hospital, 1907-1910; super- 
intendent, Danvers State Hospital, Mass., 1910-1912; superin- 
tendent, Warren State Hospital, Warren, Pa., 1912-1933, resigning 
from the latter in March, 1933, because of his last illness. 

At Warren, Dr. Mitchell’s accomplishments were especially note- 
worthy. He completely transformed and modernized the hospital 
as to facilities and methods. Under his able administration the 
hospital has established an enviable reputation as a consultation and 
treatment center for mental patients. Dr. Mitchell also had unusual 
success in developing an active and efficient medical staff. Many 
young physicians owed to him their serious interest in psychiatry 
and the inspiration which later resulted in successful practice. 

In 1902, he married Mary Paulsell, M. D., California, who sur- 
vives him. There are no children. 

A member of many state and national professional societies, 
Dr. Mitchell was always a leader. He ably carried on the many 
responsibilities which frequently devolved upon him by reason of 
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election to high office. He held membership in the following go. 
cieties; the Pennsylvania State Medical Society; the American 
Medical Association ; the Boston Society for Psychiatry and Ney. 
rology ; Philadelphia Psychiatric Society ; New England Psychiatric 
Society; American Institute of Criminal Law and Criminology; 
Association for Research in Nervous and Mental Diseases, 

He was a member of The American Psychiatric Association 
from 1899, being the secretary-treasurer 1918-1921 and the presi- 
dent 1922-1923. His picture appeared in the July 1923 issue of the 
AMERICAN JOURNAL OF PSYCHIATRY. 

In 1926, Dr. Mitchell was a member of the committee of five 
appointed by the U. S. Secretary of the Interior to report on the 
St. Elizabeth’s Hospital, Washington, D. C. 

Dr. Mitchell appeared at many court trials as an expert. He was 
frequently consulted as to legislation and in the state wide planning 
for mental patients in the Commonwealth of Pennsylvania. As a 
magnetic public speaker, he accomplished much in behalf of mental 
hygiene. He contributed many authoritative artjcles to the medical 
literature upon various phases of psychiatry, medico-legal questions 
and hospital management. 

In recognition of his achievements, the University of Vermont 
conferred upon Dr. Mitchell in June, 1931, the honorary degree 
of Doctor of Science. 

Endowed with a magnificent physique, an indomitable spirit, rare 
courage, vigorous intellect and tireless energy, Dr. Mitchell was an 
outstanding figure in the many groups in which he was active. 

WILLIAM C. SANpy. 
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JULIANO MOREIRA. 


In the death of Dr. Juliano Moreira, May 2, 1933, Latin America 
lost one of its eminent psychiatrists. 

He was born sixty years ago (1875) in Bahia, Brazil, and 
studied medicine first in his native city. After his graduation from 
the Medical School of Bahia he continued his medical education in 
Europe, working under Jolly, Hitzig, Flechsig, von Krafft-Ebing, 
Leyden, Nothnagel, Virchow, Unna, Raymond, Déjérine, Fournier, 
Magnan, and others. In 1896 he was made professor of psychiatry 
at the University of Bahia. In 1903 he was appointed superin- 
tendent of the Government Hospital for mental diseases in Rio de 
Janeiro. Immediately he began a complete reorganization of this 
large institution. Separate departments were established for juve- 
niles, for infectious, and tuberculous patients. A surgical ward 
and a department for eye cases were added. Furthermore, he estab- 
lished and developed a modern central laboratory, and the first 
lumbar punctures for diagnostic purposes were made. The ana- 
tomical unit, with the beautifully designed Virchow Lecture Hall, 
was equipped with laboratories for bacteriology, biochemistry, and 
experimental psychology. Soon after his inauguration as super- 
intendent, the hospital library had subscribed for thirty-five medical 
journals. Occupational therapy shops were opened and two farm 
colonies were added to the institution. Thirty physicians consti- 
tuted the staff of this institution with an enrollment of twenty-three 
hundred patients. Many of the psychiatrists and neurologists who 
are now prominent in Latin America served on Juliano Moreira’s 
staff. Among these may be mentioned Pereira, Peixoto, Austro- 
gesilo, Figueira, and Vianna. 

Very early in his career he became deeply interested in neuro- 
syphilis. During a period of forty years he published more than 
one hundred scientific papers. These studies were published in 
Spanish, Portuguese, German, French, and English. In addition 
to neurosyphilis his contributions dealt with arsenical and lead 
poisoning, psychoses due to leprosy, malaria, and influenza. 
Moreira wrote the chapter on “ Nervous and Mental Diseases in 
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the Tropics ” in Das Deutsche Handbuch fur Tropenkrankheitew, 
Matters pertaining to medico-legal medicine and organization and: 
administration were frequently the topics of his contributions tg” 
journals. He found time to write admirable, brief biographies of § 
Virchow and Kraepelin. 

It was due to his untiring effort that a national law was passed 4 
thirty years ago in Brazil which has done much to improve the | 
care of the mentally ill in his native country. 

At the second International Congress for Leprosy he reported 
on the mental changes occurring during leprosy. 7 

Moreira was a member of all important Brazilian medical] 
societies as well as of many European medical associations. He ’ 
was an honorary member of the Neurological and Psychiatrie® 
Society of Hamburg and of Berlin, and also of the Medical Society 
of Munich, Germany. Since 1900 he had been a corresponding | 
member of the Royal Medico-Psychological Association of London, § 
He represented his native country on the International League” 
against Epilepsy. 

He was a friend and great admirer of Kraepelin. To Moreira 
belongs the credit of introducing in Latin America Kraepelin’s } 
classification of psychoses. 

In 1907 he brought into being the Brazilian Psychiatric Associaes 
tion and the Medico-Legal Society. In both Associations he served™ 
as president. With Peixoto he founded the journals Archivos® 
Brasileiros de Psychiatria and Neurologia e Medicina Legal, and] 
with others he created the Archivos Brasileiros de Neuriatria. 7 

In 1928 he was invited by the Japanese Universities of Tokyo, 4 
Kyoto, Sendai, Hokaido, Fuknoka, and Osaka to hold lectures | 
on psychiatric problems. In 1929 he lectured at the Universities 5 
of Berlin and Hamburg, Germany. At that time the University § 
of Hamburg presented him with the gold medal of the Medical} 
Faculty. 

Outside of his medical work, Moreira had many interests. He 
was highly esteemed by his countrymen who spoke of him as “ um4 
sabio, mestre, e amigo.” 

W. L. BrRueEtscH. 
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